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ABSTRACT
Factors Associated with Risk Behaviors of African bom Adolescents in Southern
California
by
Dixon Anjejo
Doctor of Public Health Candidate in Health Promotion and Education
Loma Linda University, Loma Linda, California, 2007
Modeste Naomi, Dr PH, CHES, Chairman
The study was aimed at determining if cultural beliefs are salient factors
contributing to the spread of HIV/AIDS among African born adolescents aged 15 to 19
years living in southern California. We used a cross-sectional design and collected data in
two phases. The first phase was qualitative and data were collected from 25 participants
in focus groups. The second phase utilized a questionnaire which was developed from
the results of the focus group, using the theory of planned behavior. One hundred and
thirty-five black African born teenagers between the ages of 15-19 years living in
southern California completed the questionnaire. Of those participating in the study, 62%
were male and 38% female. The majority (75%) indicated that they were attending high
school.
Multiple regressions were done using versions 13 and 14 of Statistical Package
for the Social Sciences (SPSS) software as follows; behavior was regressed on intention
and perceived control. Intentions to have sex and use condom when having sex were
regressed against attitude, subjective norm, and perceived control, and attitudes on
outcome beliefs. Subjective norm was also regressed on normative beliefs and perceived

in

behavioral control on control beliefs. The strongest predictor of intention to have sexual
intercourse was attitude, followed by subjective norm. Perceived control played a
relatively less significant role. The responses of enjoying sex, “wanting to be a parent”
and to “keep sexual partners” predicted the adolescents’ attitudes.
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CHAPTER 1
INTRODUCTION
A. Statement of the problem
According to the United States (U.S.) census 2002, there are about 33 million
foreign-bom individuals who live and work in the U.S. About 22 million people of
African descent are migrants in the U.S. on immigrant and non-immigrant visas as
visitors and students (Rosenthal, Scott, Kelleta, Zikarge, Momoh, et al., 2003). The
Summit Health Institute for Research and Education (SHIRE) 2005 estimates the number
of African born individuals in the U.S. to be 603,705, the majority of whom live in
California. This number includes refugees, immigrants, and economic migrants, many of
whom are illegal or undocumented (Hugo, 1997). Their movement to the U.S. increases
at 11 percent annually due to wars, famine, and economic conditions in Africa as well as
for educational opportunities and economic advancement (Yanyi, 1999).
The Joint United Nations programs on AIDS (UNAIDS, June 2006) estimates that
there are about 40.3 million people living with HIV/AIDS worldwide. Five million
people are being infected every year and 25 million have died of the disease to date.
There are estimated 14 million orphans due to HIV/AIDS, and there are many critically
ill people due to HIV/AIDS. Between 1,039,000 and 1,185,000 Americans were living
with HIV in December 2003, with half of all new cases reported among African
Americans (CDC, 2005). This figure includes 180,000 to 280,000 people who do not
know they are infected (CDC, 2005). The American Foundation for AIDS Research
(amfAR) in June 2005 reported that 1.5 million Americans have been infected with HIV
since the start of the AIDS epidemic, and more than 524,000 have died of the disease
1

(Quin and Overbaugh, 2005). Each year in the U.S. about 20,000 young people are newly
infected with HIV, and nearly four million new sexually transmitted infections occur
among 15 to 19 year old youth (Feijoo, 2004). Since the epidemic began, an estimated
10,041 adolescents with AIDS have died and the number of adolescents and young adults
of new AIDS cases is increasing. Also, the proportion diagnosed with AIDS increased
from 3.9% in 1999 to 4.7% in 2003 (CDC, 2005).
While African Americans make up about 13 percent of the U.S. population, they
make up 56 percent of “late testers” (those who missed early opportunities in prevention
and treatment of HIV). Many are youth aged 15 to 19 years diagnosed with AIDS. More
than half of the new HIV infections occur through heterosexual sex among African
Americans younger than 25 years; also many adolescents infected with the HIV virus are
not aware of their infection. According to De Santis and Patsdaughter (2005), African
American adolescents account for more than 60% of new cases of the disease in their age
group, and more than 60% of children with HIV/AIDS are African Americans. The major
risk factors indicated by the Centers for Disease Control and Prevention (CDC, 2002) as
responsible for African Americans’ vulnerability to AIDS are poverty, denial, substance
abuse, and sexually transmitted diseases. Adolescents who live in poverty are more
vulnerable to risky sexual behavior than their wealthier counterparts owing to their
relative lack of knowledge about risky sexual behaviors and lack of empowerment with
respect to the negotiation of safer sex behaviors, including condom use (Brook, Morojele,
Zhang & Brook, 2006). Women of lower incomes are particularly vulnerable (Luke,
2003; Wood & Jewkes, 1997).
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Williams (2003) lists other reasons: low educational attainment and a large
communication gap between health professionals and African Americans due to mistrust,
myths, misconceptions, and apathy. According to issue of the Newsweek magazine on
May 15, 2006, 27 percent of African Americans think that “AIDS was produced in a
government laboratory.” Some African Americans still believe that the U.S. government
created AIDS to eradicate the African American. De Santis and Patsdaughter (2005)
report that this lack of trust in the government and government-sponsored research likely
stems from the Tuskegee Syphilis Study in which researchers purposefully withheld
syphilis treatment from a group of poor black men in Alabama from 1932 to 1972.
Additional factors include: discrimination, lower socioeconomic status, and lack of
access to health care, treatment and research. Unprotected sexual encounters, whether
heterosexual or homosexual, with persons infected with HIV account for most cases of
HIV transmission in the United States. Official reports on HIV/AIDS among African
Americans do not differentiate blacks born in Africa from African Americans. Didier
(2002) contends that this acts as a barrier for reaching these communities because of the
assumption that the two groups share the same risks.
The state of California has about 133,858 reported cases of AIDS, the second
highest number of AIDS cases in the U.S. Many cases in the state are reported in
Southern California, which consists of San Bernardino, Riverside, Imperial, San Diego,
Orange, Los Angeles, Ventura, Kern, Santa Barbara, and San Luis Obispo counties. The
County of San Diego’s annual 2004 report indicated that 12,034 of those cases are among
San Diego residents, making the county the third largest contributor to AIDS prevalence
in California, after Los Angeles and San Francisco. Many of the new cases reported in
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Southern California are among people of color. African Americans account for about
12% of AIDS cases reported in San Diego County. Since the data is not disaggregated by
country of origin, AIDS cases from African-born are included in this total.
This study was conducted in southern California because a larger number of
African-born immigrants, migrants and refugees live in this area than in any other part of
California. According to SHIRE, in March 2005, Southern California had about 102,655
residents of African origin in California, with Los Angeles and San Diego Counties
reporting 37,000 and 12,000 respectively. In a recent health survey conducted among
Africans who migrated to the U.S. and are residents of Los Angeles, Orange, San
Bernardino, and San Diego counties, the respondents expressed dissatisfaction at the low
level of cultural competence exhibited by their health care providers. The respondents
asserted that health care workers are very ignorant about African immigrants and their
cultures, “even at minimal level of geographic familiarity was disappointing” (SHIRE,
March 2005). It is poorly understood how these migrants access health care for
HIV/AIDS or what their attitudes and beliefs are about the disease, and which risk
behaviors are practiced. Therefore, this study attempted to clarify how cultural beliefs
and practices may influence the spread of HIV/AIDS among this migrant group.
Blacks who were born in Africa and have moved to the U.S. come from a
continent which has just 10% of the world’s population but 73% of the world’s
HIV/AIDS cases (UNAIDS, July 2006). In 2004 approximately 3.1 million new HIV
infections occurred in sub-Saharan Africa (Boer and Mashamba, 2005). About 26 million
Africans in the same region are estimated to be HIV positive (UNAIDS June 2006).
Human immunodeficiency virus and AIDS affect 8.6 million youth in Africa and the
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spread of the disease in this region is faster than in any other parts of the world. This is
partly due to cultural beliefs, poverty, and a severe lack of information and services for
prevention (Ateka, 2001). One of the beliefs common among youth in Africa is that;
AIDS is a disease for “high risk group.” They associate AIDS with homosexuals, drug
users, prostitutes, truck drivers and tourists and as a result discount the risk to themselves
because they do not identify with these groups (Akwara, Madise & Hinde, 2003).
Another common belief among African youth is that healthy looking people will
not carry the AIDS virus and so they are most unlikely to take precautions when having
sex with healthy looking partners. The risk perception among youth in South Africa is
very low. They do not feel vulnerable and 62% of those who learn they are HIV positive
believe they face little or no risk at all of developing the disease (HIV/AIDS and Sexual
and Reproductive Health, August, 2004). In many rural villages in Africa, people regard
HIV/AIDS as a taboo subject in the community. Ngome (2003) reports that when AIDS
disease is discussed, people use the word “Chira” which is understood as an ailment that
strikes the body slowly and persistently, presenting a wasted and tired look that modern
treatment cannot help. Teens who consider their lifestyle as being morally upright believe
that AIDS is a punishment for immoral behavior; hence they perceive their chances of
being infected by the virus as very low and those who have the disease are consequently
stigmatized (Nzioka, 1996; Irwin, Bertrand, Mibandumba, Mbiyu, Muremeri et ah, 1991
and Anarfi, 1993). African youth have also been led to believe that AIDS is attributed to
“evil hands” who bewitch sons and daughters or that the victim may have done
something wrong against community norms.
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Reid (1999) also reported that youth in Africa grow up with a belief that men
have stronger sexual drives than women and that men cannot do without sex. This belief
has led many young people to have multiple sexual partners, with boys about seven times
more sexually active than girls in the same age range of 15 to 19 years (Erulkar, Karueru,
Kaggwa, Kingola, Nyagah, Ochieng, 1998; National Council for Population and
Development [NCPD], 1999). Dube (2005) reported that some male South African
students say AIDS is an acronym for “American Ideas of Discouraging Sex.” This notion
makes African youth continue with their risky behaviors, denying the existence of AIDS.
Dube learned this when he was involved in a research on HIV/AIDS and teenagers
attending high school in Gaborone, Botswana. In Kenya for example, a very large
percent of youth, about 90%, are sexually active by age 20 and have had unprotected
sexual intercourse. Women and girls in general lack the power to negotiate for safer sex
because their sexual behavior is dictated by the societal sexual norms and practices
(Akwara, Madise & Hinde, 2003). In many communities in Africa it is taboo for children
to discuss sexual matters with or in the presence of their parents (Fitzgerald & Fitzgerald,
1987). Even with the existing abundant knowledge from health educators and other
sources regarding risks of unprotected sex, many men often prefer having sex with young
girls because of the cultural belief that sexual intercourse with a virgin will cure sexually
transmitted diseases, including HIV/AIDS.
According to Karungari and Zabin (1995), about 80% of African youth have
engaged in risky sexual contact by age 18, and of these, only 25% of the male and 28% of
the female youth use contraceptives and only 10% abstain from sex before marriage.
Overall condom use in Africa is below 50% (AIDS Alert Report July 2006). Boer and
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Mashamba (2005) reviewed available studies on AIDS in Africa and concluded that
fewer than 20% of African adolescents use condoms at every sexual encounter. For many
adolescent males in Africa, there exists a fairly strong level of peer disapproval of
condom use and peer pressure to be sexually active (MacPhail & Campbell, 2001). As a
result there is a reduction in condom use and an increase in sexual activity.
In addition, adolescents who engage in risky sexual behavior are more likely to
have peers who engage in other problem behaviors, such as alcohol and drug use. When
drugs are used in social situations involving peers, adolescents tend to be more prone to
voluntarily or involuntarily engage in unplanned acts of sexual intercourse and
unprotected sex (Morojele, Brooks, & Kachieng’a, 2006). A study by Goliath (1995) and
Harvey (1997) found that many adolescents in the southern part of Africa are sexually
active by age 15, with some reporting up to seven partners, yet few take precautionary
measures against sexually transmitted diseases (STDs) and HIV/AIDS. In a South
African national study 23% of male adolescents aged 15-24 and 8.8% of female
adolescents of the same age range reported concurrent sexual partnerships (Shisana,
2002). Another study by Buga (1996) in the rural areas of Transkei in South Africa in
which mean ages of the girls and boys were 15 and 16 years respectively, found that 76%
of the girls and 90% of the boys were already sexually experienced. While much work
has been done on determinants of risky behaviors in Africa, and similarly significant
work has been done with African Americans, little is known regarding black adolescents
born in Africa but living in the U.S. The Summit Health Institute for Research and
Education 2005 reports that “very little is known about immigrants of African origin in
California, and no population-based survey has focused comprehensively on their
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identification or their clinical and social needs.” Hugo (1997) contends that studies
regarding immigrants in the U.S. have mostly focused on Hispanic, Asian, and Russian
immigrants. This research may help health professionals to better understand this
vulnerable minority community and to develop appropriate programs tailored to their
needs.
B. Purpose of the study
The purpose of this study was to determine if cultural beliefs are salient factors
contributing to the spread of AIDS among black African-born adolescents living in
Southern California. Culture includes knowledge, beliefs, art, morals, laws, customs, and
any other capabilities and habits acquired by a human being as a member of society.
Collectivist beliefs, one element of cultural beliefs, are common in most countries on the
African continent. Many people in different societies in Africa have a very strong
attachment to their cultural beliefs and practices, and adhere to them in order to be
accepted by the community and society. These beliefs override any concerns about
HIV/AIDS. For example, in Ugandan tribes, girls feel pressured to become pregnant to
prove their fertility before marriage, and boys prove their manhood in the community by
impregnating girls, therefore they tend to have unprotected sexual intercourse (Hulton,
Cullen, & Khalokho, 2000). In collectivist cultures, individuals are more concerned with
the opinion of the family and friends than in individualistic cultures (Aggleton, 1996;
Airhihenbuwa & Obregon, 2000). Thus, it seems reasonable to suppose that subjective
norms, which are based on the opinions of other people (Ajzen, 2002), will be more
important in collectivist cultures than in individualistic ones. Ajzen’s Theory of Planned
Behavior (TPB) was used in predicting and explaining health behaviors and intentions to
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engage in less risky behaviors that can cause AIDS in Africa born adolescents. Finally,
the study revealed a fairly recent picture of the factors influencing the AIDS risk
behaviors of African born adolescents in Southern California.
C. Research Questions
In the following questions, adolescents’ AIDS related risk behaviors refer to
condom use, initiating sexual intercourse at an early age and having multiple sexual
partners.
1. Are the cultural norms of gender inequality and proving fertility predictive of
intentions to engage in AIDS risk behaviors among African born adolescents in
Southern California?
2. How will attitudes, subjective norms and perceived control regarding AIDS risk
behaviors predict the intention to use condoms and have sexual intercourse at
early ages in Africa born adolescents living in Southern California?
3. Is parental guidance or lack of guidance and communication predictive of
intentions to engage in AIDS-related risk behaviors among African-born
adolescents living in Southern California?
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D. Theoretical framework

Behavioral beliefs
about proving
fertility or manhood
and gender issues

Attitude towards
performing AIDS
risk behaviors and
outcomes

Normative
beliefs (parental
communication
and guidance of
others important to
them)

Subjective norm
(social pressure from
those held with high
regards)

Control beliefs

Perceived
behavioral control
of the ability to
abstain from risky
behaviors

Intention to
use condom,
have sexual
intercourse at
early age and
have multiple
sexual
partners

AIDS-risk
behaviors

Figure 1: Theory of Planned Behavior
The theory of planned behavior (Ajzen, 1991) was used as a theoretical model for
this study. In this theory, Ajzen 2002 indicates that the best predictors of teens’ AIDS
risk behaviors are their intentions. Intentions measure the extent to which a teen is
motivated to initiate sexual intercourse at an early age and use a condom when having
sex. The intentions are in turn determined by their attitudes towards the risky behaviors,
and the subjective norms, or social pressure. Attitude represents the teen’s feelings and
beliefs about AIDS risk behaviors. Perceived behavioral control (PCB), which is the
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perceived ease of performing or not performing a risky behavior, is the third component
which determines the behavioral intentions. The teen’s beliefs about the outcomes of a
behavior and their evaluation of those outcomes (behavioral beliefs) influence their
attitudes. Normative beliefs, which are beliefs about the expectations of others close to
them and the motivation to comply with those expectations, influence subjective norms.
In this study normative beliefs are beliefs that adolescents have about their parents’
communication and guidance regarding risky AIDS behaviors and the teen’s motivation
to comply with the parents’ expectations. The teen’s beliefs about the availability of
resources and opportunities necessary to achieve the behavior (control beliefs) and how
each of the resources and opportunities facilitate the behavior influences their perceived
control. The general rule is that the more favorable the attitude and the subjective norm
and the greater the perceived control the stronger should be the teen’s intention to
perform the risky behavior. However, when actual control matches perceived control,
perceived control will directly predict behavior.
The theory of planned behavior is a theoretical framework that has been applied
extensively in many research studies, including HIV/AIDS prevention behaviors (Giles,
Liddell & Bydawell, 2005; Montano & Kasprzyk, 2002), smoking (Modeste, Lee, Lim, &
Anjejo, 2004), health screening (Rutter, 2000), exercise (Conner & Sherlock, 1998;
Courneya, Plotnikoff, Hotz, & Birkett, 2001), road safety (Manstead, 1991; Parker,
Manstead, Stradling, & Baxter, 1992; Stradling & Parker, 1996; Evans & Norman, 1998;
Quine, Rutter,& Arnold, 1998; Carcary, Power, & Murray, 2001), contraceptive use
(Jammer, Wolitski, Corby, & Fishbein, 1998), and diet (Dennison & Shephard, 1995;
Conner, Martin, & Silverdale, 1996; Povey, Conner, Sparks, James, & Shepherd, 2000).
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According to Rutter and Quine, 2002 TBC has been successful in explaining about 40%
of the variance in health intentions and behavior.
E. Significance to Major Field
Despite the prevention efforts of health educators, the incidence and prevalence of
HIV/AIDS continues to rise in the US and world wide at an alarming rate, particularly
among adolescents. A recent report indicates that over 40,000 people in the U.S. are
infected with HIV annually and more than a half of them are African Americans (CDC,
2005). Hugo (1997) after conducting a literature review on the topic of “African
immigrants in the United States: The challenge for research and practice,” found that
there was no research regarding HIV/AIDS that has been conducted on African born
refugees, immigrants, migrant, and undocumented alien adolescents living in the U.S.
After an extensive literature review dating back to 1997, no studies regarding the same
group of people were found. This study may provide health educators with significant
information in their effort to help change risky sexual behaviors among this vulnerable
population. Results from this study could contribute to the development of culturally
appropriate programs targeted at African born teens living in the U.S., particularly in
communities in Southern California.

12

Definition of Terms
Culture is the “set of distinctive spiritual, material, intellectual and emotional features of
a society or a social group and that it encompasses, including art, literature, ways of
living together, value systems, lifestyle, traditions, and beliefs” (UNESCO, 2002, pi).
Collectivism describes a theoretical or practical emphasis on the group, as opposed to the
individual. According to Miller, (1994) collectivism is a syndrome of attitudes and
behaviors based on the belief that the basic unit of survival lies within a group, not the
individual.
Cultural Beliefs: are the commonly held norms and moral standards of a culture, the
standards of right and wrong that set expectations and behavior.
Individualism is a political and social philosophy that emphasizes individual liberty,
belief in the primary importance of the individual, and in the virtues of self-reliance and
personal independence. It is the opposite of collectivism (Miller, 1994).
Immigrants are people who have been granted legal permanent residence by their host
countries.
Migrants are individuals who have been granted temporary residence but intend to return
to their countries of origin.
Risk behaviors In the context of this study, are behaviors which refer to the use of
condoms, initiation of sexual intercourse at an early age, and having multiple sexual
partners.
Infibulations are female circumcisions as practiced in Somali. It involves the removal of
the clitoris and the labia, and then the vagina is sewn up, leaving only a tiny opening
which is enlarged for marriage and enlarged again for childbirth.
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CHAPTER 2
LITERATURE REVIEW
A. Overview
Heterosexual contacts remain the primary mode of transmission of HIV among
adolescents in sub-Saharan Africa, and in many other parts of the world. Most HIVinfected adolescents and young adults are exposed to the virus through sexual
intercourse. However, recent HIV surveillance data suggest that the majority of HIVinfected adolescent and young adult males in the United States, Canada, and Europe are
infected through sex with men (Kent, 2005). The findings of a recent surveillance study
in Washington State by Kent (2005) concluded that the increase of HIV/AIDS among
African-born blacks in King County was due to heterosexual exposure. The rates of
adolescents living with HIV/AIDS in Africa, the U.S. and other parts of the world have
continued to increase for the last ten years (Hackerman, 2002 and Caron, Godin, Otis, &
Lambert, 2004). Culture also plays a major role in shaping health-related values, beliefs,
and behavior in African societies (Elwood, 2005). The focus of this literature review is on
factors associated with risk behaviors such as having multiple sexual partners,
unprotected sexual encounters, and early age of sexual initiation among African born
adolescents. Knowledge, perceived behavioral control, attitude, and parental and peer
influence are reviewed as possible influential factors affecting intentions of teens to
perform risky behaviors while they are living the U.S.
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B. Cultural Beliefs and Knowledge
Many researches have reported that knowledge about HIV/AIDS among African
adolescents living in Africa or the U.S. and among African Americans has increased
remarkably and is generally high (Jenkins & Schweitzer, 1993; Rogstad, Tesfaledet,
Abdullah, & Ahmed, 1993; Campbell & Mbizvo, 1995; Kapiga, Lwihula, Shao, 1995;
Akwara, Madise & Hinde, 2003). However, a 2005 report by Abdirizak Mohamed,
executive director of the Somali Health Project on the results of a health survey
conducted among Somali immigrants in Minnesota testing their knowledge and belief
about HIV/AIDS showed a different outcome. This study showed a disquieting ignorance
among participants about how the disease is transmitted and their beliefs about the
disease. For example, 64% of participants believed that HIV solely afflicts homosexuals,
while some 81% thought that they could contract the disease by sharing a plate with an
infected person. They believed that the disease was not a threat to Muslims or Somalis.
Mohamed concluded that "People believe this disease is not for them.” Gallant and
Maticka (2004) also conducted research for school-based HIV prevention programs for
African youth. The program objectives varied, with some targeting only knowledge, and
others targeting attitudes and behavior change. The results indicated that knowledge and
attitudes are the easiest to change. There seem to be problems, however, in adopting
behaviors such as abstinence, fewer sexual partners, or the use of condoms among youth.
This includes immigrant youth in the U.S. (Liverpool, McGhee, Lollis, & Levine, 2002;
Wang, Jiang, Siegel, Falck, & Carlson, 2001; Hartung, Nash, Ngubane, & Fredlund,
2002; Maxwel, Bastani, & Warda, 2000; Bogart & Bird 2003). Work done by Facente
(2001), which investigated the knowledge, behaviors, influences, and risk perceptions
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about HIV among adolescents, indicated that 80% of those reported engaging in risky
sexual behavior such as multiple sexual partners or having sex without condoms also
perceived that they were not personally at risk for HIV.
It would appear that young African American men have more sexual partners and
earlier initiation of sexual activity than any other minority group in the U.S. (Ford &
Norris, 1993; Williams, 2003). Individuals who begin sexual intercourse at an early age
naturally have a longer period of exposure to sexual activity, a higher propensity to
accumulate sexual partners, and increased chances of contracting HIV/AIDS (DixonMuller & Wasserheit, 1990; Konings, Blattner, Levin, Brubaker, Siso et ah, 1994). The
literature also reports that black girls venture into sexual intercourse earlier than their
white and Hispanic counterparts, and a larger proportion have a pregnancy outside
marriage (Streetman, 1996; Rome, Rybicki, & Durant, 1998). Such behaviors also expose
them to high chances of contracting HIV/AIDS. As pointed out in the introduction, black
African-born immigrants are generally included in research on African Americans.
Therefore, it is difficult to find information relating to African born blacks. An AIDS
related study conducted in Switzerland among black Africans who migrated there found
that HIV/AIDS issues are still “swept under the carpet” because of their beliefs
(Zuppinger, Kopp, &Wicker, 2002). They also reported that the situation among this
community was made worse by the widespread assumption among youth that a person
living with HIV/AIDS will lose weight because AIDS is usually associated with weight
loss, that AIDS is a “slim disease”. Zuppinger, Kopp, and Wicker observed that lifting
such taboos should be one of the major objectives of primary prevention initiatives.
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C. Parental Communication and Guidance
According to Romer, Black, Ricardo, Feigelman, Kaljee, et al., (1994) parents
and peers are the main controllers of adolescents’ behaviors. Miller, Norton, Fan, &
Christopherson, (1998) indicated that parents are the primary source of socialization for
adolescents and can exert a strong influence on sexual attitudes and behaviors of their
children. Strong parent-teen relationships are key components for deterring youth
involvement in health risk behaviors. Teenagers are more likely to avoid sexual risky
behaviors when parents clearly communicate values and expectations, provide
expressions of concern and love, and ensure continual parental supervision (Stanton &
Burns, 2003). Brook et al., (2006) contend that parental adolescent relationship as an
intermediate factor plays a key role in determining whether the adolescent will associate
with deviant peers.
In a research titled “South African Adolescents: Pathways to Risky Sexual
Behavior,” Brook et al., 2006 suggested that parents should be more child centered and
clearly communicate their expectations about sex and other behaviors. This is consistent
with the observations of other researchers about desirable parental behaviors (Paruk,
Peterson, Bhana, & MaKay, 2005). All in all, any effort that can increase adolescents’
sense of identification with parents should hold promise for reducing their risky sexual
behaviors. On the other hand, perceived peer behaviors have been reported to control
even expression of hormonal influence of adolescents (Brooks & Furstenberg, 1998).
Caron, Godin, Otis, & Lambert, (2004), evaluated the effectiveness of a
theoretically-based AIDS/STD peer education program on postponing sexual intercourse
and on condom use among adolescents attending high schools. Their results indicated
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that, compared to the adolescents in the control group those, in the experimental group
positively modified their attitude, perceived behavioral control, personal normative
beliefs, perceived role beliefs, anticipated regret and intention to postpone sexual
intercourse, and condom use. Other studies have also compared peer-led sex education
programs with adult-led interventions and found that peer leaders were more effective
than adults in establishing conservative norms and attitudes related to sexual behavior
(Mellanby, Newcombe, Rees, & Tripp, 2001; Watts & Nagy, 2000). This may be part of
the reason why adolescents and youth in colleges overestimate the prevalence of health
risk behaviors among their peers, and so these adolescents and youth tend to associate in
social networks with peers who engage in a similar risk behavior (Fisher & Misovich,
1990; White, Terry & Hogg, 1994).
On the other hand, Diiorio, Kelley, & Eaton, (1999), made an effort to identify
content, characteristics, and comfort level in discussions regarding sexual issues between
teens, their parents, and peers. The results indicated that adolescents who talked more
about sexual issues with either of their parents than with peers were more likely to have
conservative attitudes and less likely to initiate sexual intercourse than those who talked
more with peers. High parental expectations regarding school achievement are strongly
associated with lower levels of health risk behaviors among teens. Parental disapproval of
early sexual debut is also associated with a later age for onset of intercourse among youth
(Renick et ah, 1997).
In many African countries however, it is unlikely that parents will discuss sexual
issues with their adolescents. Conversely, in parts of east and central Africa there was
traditional ritual initiation of young people into adulthood, conducted by grandparents,
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aunts, and uncles, which included education on sex, marriage, and child bearing
(Fuglesang, 1997). In this early culture, there was no transitory stage of adolescence.
One was either a child or an adult. In modem times, however, the media and peers,
particularly blacks in Africa, have largely controlled youth beliefs about sex and sexual
behavior. Many parents now feel embarrassed to discuss sex or sexuality with their
children. In addition, most parents have inadequate knowledge of sexuality and are
unable to initiate and maintain a conversation about the subject (Fitzgerald & Fitzgerald,
1987).
Other studies found that parents’ education level and religious and cultural beliefs
affect their communication with the children. African parents, who attempt to
communicate with their teens regarding sex and HIV/AIDS, usually do it in a “top down”
style that denies the teens any opportunity to discuss their own thoughts, feelings, and
desires or to draw links between their own perspectives and that of their parents’
(Abramson, Moriuchi, Waite, & Perry, 1983; Yowell, 1998). However, in a study
replicated across and within two ethnic groups, black Americans living in Montgomery,
Alabama and the Bronx New York, and Hispanics living in the Bronx, New York, and
San Juan, Puerto Rico (Dutra & Chance, 1997), found that where there was a higher level
of parent monitoring (the extent to which a parent knows where an adolescent is and what
she or he is doing) and not parent-adolescent communication, there was a lower level of
deviant or risky behaviors. Manzini, Pettifor, and Rees (2004) found from their study in
South Africa that most adolescents who had already had sex were more willing to talk to
their parents regarding sexual issues and HIV/AIDS than those with no sexual
experience. In a cross sectional study to determine what social factors cause risky
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behaviors among Kenyan youth, Pratt, Quaidoo, Okigbo, James, (2000) found that
Kenyan youth who lacked parental guidance, exposure to media, and contraceptives
perceived teenage pregnancies, STDs, and HIV/AIDS as a common health issue for their
group. Generally, adolescents’ perception of parents as supportive and authoritative are
linked to fewer occurrences of risky behavior (Hostetler & Fisher, 1997; Fletcher &
Jefferies, 1999).
A comparative study was done by Miller et al. (1998), in the U.S. and the findings
indicated similar results in which a significantly greater percentage of Latino teens
communicated with their parents on issues of sex and HIV/AIDS when compared to
African American teens.
D. Gender issues
In October 2003, the United Nations Family Planning Agency (UNFP) reported
that out of the world’s population 1.2 billion people, or one person in five, are between
10 and 19 years old, the largest number of adolescents in history. However, because of
the belief in gender inequality, some 82 million girls between the ages of 10 and 19 are
forced into unsafe sexual relationships before their 18th birthdays. In fact, young women
aged 15 to 24 years are 2 to 3 times more likely to be infected than a male of the same
age group (Baltazar, Stover, Okeyo, Hagembe, Mutemi, 1999). According to the
Department of Education (2001) and Coombe (2002), the scale of the AIDS epidemic
among youth, particularly girls under 20 years of age, is alarming. Their findings indicate
that AIDS cases among pregnant women less than 20 years in southern Africa had
increased by 65.4% from 1997 to 1998. In some cultures in Africa, girls are under
pressure to engage in premarital sex to prove their fertility before marriage.
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Given the societal dynamics of relationships, it is often not within the control of
young women or girls to abstain from sexual activity before marriage. It is also difficult
for a woman to be faithful to one partner when her male partner is unfaithful and engages
in other high-risk behaviors. Adolescent girls in most African countries do not have
control over their partners’ use of condoms. The men usually make the decisions
whether or not to use condoms. At worst, such perceptions also encourage aggressive
sexual behavior whereby men believe that coercing women into sexual intercourse,
including rape, is a part of masculine behavior. In such societies, social rules deprive
women of their freedom to move about freely and lead to situations in which women, not
their attackers, are to blame for sexual abuse. Women are therefore very reluctant to
report sexual abuse because it may affect their position in the society (UNFP, 2000).
Similarly, boys may face pressure to prove manhood by impregnating a girl or having
multiple sexual partners (Meekers & Calves, 1997, Nzioka, 2001). Even though the risk
of HIV infection is high, young people hold on to these cultural values or customs and
this clouds their perception regarding the high risk of contracting the virus (Prohaska
Albreicht, Levy, Sugrue, & Kim, 1990; Cleland 1995). However, it is important to
mention that there are cultural and religious beliefs in Africa where girls are encouraged
to remain virgins until marriage. For example, Somalis from the Horn of Africa perform
female circumcision and infibulations on their young girls in an attempt to keep them
virgins. According to Putman and Cabdi (1993) 98% of Somali girls between ages 8 and
10 are circumcised in order to control their sexuality. Eighty percent of women from
Ethiopia, Eritrea and Somalia in the U.S. have undergone female genital cutting (FGC)
(Elwood, 2005). All the decisions regarding female sexuality are made by councils of
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men, despite the psychological and physical consequences of FGC that women
experience.
E. Acculturation.
Rosenthal, Scott, Kelleta, Zikarge, Momoh et al. (2003) reported that none of the
22 million people of African descent on the “no immigrant visa” have been screened for
HIV/AIDS; only 1 million immigrants are tested. Kent (2005) further indicates that
HIV/AIDS histories for undocumented immigrants are unavailable and foreign born
persons residing in the U.S. under temporary student or work visas may not be required
to provide HIV/AIDS testing results before they enter the country. It is possible,
therefore, that the unscreened group may be more likely to engage in risky sexual
behavior. Rosenthal further notes the difficulty teens have in abandoning their African
traditional health beliefs even after they have migrated to North America. Elwood (2005)
counters that African immigrants come to the U.S. and bring with them their health care
beliefs and cultural practices, that health and sex educators, counselors, and therapists
should be aware of these traditions.
For comparison purposes, Latino immigrant communities settling in the U.S. also
experience similar desires to hold on to their traditional beliefs. Organista, Carrillo, &
Ayala (2004) argue that acculturation of Latino immigrants into U.S. mainstream culture
is difficult because they hold on to family and societal values; hence these values are less
likely to be changed, making them less vulnerable to acculturation than U.S. born
Latinos. On the other hand, other research shows that the acquisition of mainstream
values via acculturation is protective because it increases a sense of individualism and
self-determination (Marin, Tschann & Gomez, 1992; Mark, Cantero, & Simoni, 1998).
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Rosenthal et al. (2003) contends that because of their newcomer status, Latino migrants
are more vulnerable than those born in the U.S. because they are unprepared for
adaptation demands. Focusing on black African immigrants, SHIRE, March 2005 also
argues that cultural practices act as barriers to quality health care for recent immigrants.
F. Attitude towards the risky behavior
Youth attitudes have played a central role in the resistance against fighting
HIV/AIDS in Africa. Findings by Fapohunda and Rutenberg (1999) and Idele (2002)
provide some possible insights. In their study, the respondents had a fatalistic attitude
towards AIDS. To justify their risky behavior, a majority of their respondents expressed
attitudes such as, “after all you have to die of something anyway.” Among many African
youth, there is a widespread negative attitude toward taking precautions such as delaying
sexual activities or using contraceptives. High-risk males have a more negative attitude
than females or their low risk counterparts (Lollis, Johnson, Antoni, & Hinkle 1996).
Some teens would rather have sex without using any contraceptives because when seen
with a condom they might be thought to be looking for sex. The condom becomes a
symbol of sexual desire; it makes private desire public. Teens would rather engage in
risky behavior than be seen with a condom (Franzkowiak & Wenzel, 1994).
Denial is another attitude which is very common in African adolescents.
Macintyre, Brown, and Sosler (2001), found that African teens who knew someone who
died of AIDS had lower levels of denial and a more consistent pattern of condom use
than those who did not know anybody who had died of AIDS. In another study conducted
in Israel, Ben-Zur, Breznitz, Wardi, and Blerzon (2000), these researchers found that
denial was also relevant to Israeli adolescents. They reported that high levels of denial
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and perception of personal relevance were associated with irregular use of condoms by
adolescents in that country. Gallant and Matika (2004) also reported that an increased
positive attitude change reduced risk behavior by increasing condom use.
G. Conclusion
Indeed HIV/AIDS is a serious concern among the minority communities in the
U.S. including African-born adolescents. Generally knowledge about HIV/AIDS is high
among African-born adolescents in Africa. Perceptions about HIV/AIDS among these
youth have been strongly influenced by their cultural beliefs. The research was to
ascertain whether or not the beliefs still dominate their perceptions even if they live in the
U.S.
A review of the literature on the theory of planned behavior indicated that the
theory has also been successfully used in research on intention to perform behaviors in
other aspects of health; hence it was used to investigate how cultural beliefs influence
intentions to engage in risky sexual behavior among African-born adolescents living in
the U.S. Results from this study may lead to a better understanding of AIDS risk
behaviors among youth and the development of appropriate programs to reduce the
spread of this pandemic disease among the youth of this vulnerable community.
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CHAPTER 3
METHOD
A. Study Design
This study used a non-experimental cross-sectional design (Cook & Campbell,
1979) to investigate factors associated with HIV/AIDS risk behaviors among African
born adolescents in Southern California, utilizing the theory of planned behavior as the
theoretical framework (Ajzen, 2002). The study was conducted in two phases using both
qualitative and quantitative methods. In the qualitative stage an open-ended questionnaire
was administered to three focus groups to ascertain salient beliefs underlying risk
behaviors. The first group consisted of 10 adolescents. Each of the other two groups was
composed of eight adolescents. Convenience samples were used for both the focus
groups and the actual survey in the quantitative phase.
B. Participants
Participants in both phases of the study consisted of black, African-born
adolescents aged 15 to 19 years who live in Southern California (n=135). For inclusion in
the study, participants must have been born in Africa and lived in the U.S. for 10 years or
less whether they were immigrants, migrants, or undocumented African families
(Appendix G). Only those who were willing to participate and met the conditions
regarding age, length of stay in the U.S. and country of origin were included in the study
(Appendices I and K). Adolescents aged between 15 and 17 years who met all the
conditions and were willing to participate but did not have parental consent were
excluded. However, participants who lived in the U.S. for more than 10 years but less
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than 15 years and met other requirements for inclusion in the study were included in the
data analysis, in an effort to reach the required sample size.
C. Inclusion/Exclusion Criteria
Only those who were willing to participate and met the conditions regarding age,
length of stay in the U.S. and country of origin were included in the study (Appendices H
and I). Adolescent who met all the conditions and were willing to participate but did not
have parental consent were excluded from the study.
D. Procedure
Recruitment for this study took place at churches and mosques where African
born adolescents attend worship services, sport centers they frequent, and non
governmental organizations (NGOs) which deal with refugee settlement in Southern
California. In San Diego the Sudanese American Presbyterian Church and Southern
Sudanese Community Center served as recruitment and data collection sites for the
Sudanese community. The Somali Community Center and Horn of Africa Community
Center were the centers for Somali refugees settled in San Diego. Other centers included
Project BRO of Project Concern International, and Crafton High School in San Diego.
The East African Community of Orange was the site for recruiting Ethiopians.
Recruitment flyers (Appendix G) were distributed through the recruitment centers one or
two weeks before the data were collected. Fliers inviting 15-19 year old youth to
participate in the study were posted in strategic locations frequently visited by the black
African born teens. There were times when recruitment and data collection had to be
done simultaneously, especially in churches where parents were present to sign the
consent forms for their children.
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E. Study Variables
All variables in this study were based on self-report from the respondents after
responding to questions in a focus group setting and completing a questionnaire.
1. Dependent Variables:
The dependent variables were risk behaviors defined as initiation of sexual
intercourse at an early age and lack of condom use.
2. Independent Variables
Independent variables included attitude, subjective norms, and perceived control.
Also included in this category were demographic variables such as age, number of years
living in Southern California, gender, education level, country of origin, and religion,
which were all necessary for defining the study population.
F. Development of Instrument
Development of instruments involved qualitative and quantitative phases. The
first was qualitative, which involved open-ended questions to assess possible salient
outcome, and normative and control beliefs using focus groups. Salient issues or topics
were identified based upon the number of times a topic was mentioned in the discussion.
The qualitative stage also involved open-ended assessment of behavioral beliefs on proof
of fertility, multiple sexual partners, gender issues, normative beliefs about parental
communication and guidance, and control beliefs (Appendix A). For the quantitative
phase, a survey instrument was developed based on the results of the focus group
questions and components of the theory of planned behavior as described by Ajzen
(2002) (See Appendix F).
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1. Qualitative questionnaire. The questions for the focus groups included the following
areas:
a) Outcome beliefs: This section examined participants’ beliefs about expected
outcomes when they engage in sexual intercourse and their evaluation of the outcomes.
The questions were: If you were to have sexual intercourse at your age what good things
might happen? Are there any other things you associate with having sexual intercourse at
your age?
b) Normative beliefs: Questions in this section included the following: “Are there
particular people who would approve of you having sexual intercourse at your age?”
“Are there particular people who would not approve of you having sexual intercourse at
your age?” Are there particular people who may or may not approve of you having sexual
intercourse at your age?”
c) Control beliefs: Questions in this section included: When you think of having
sexual intercourse at your age what resources or opportunities would you need to help
you do the behavior? What resources or opportunities do you lack that might prevent you
from having sexual intercourse at your age?
All the responses from the focus groups were transcribed and analyzed and a
quantitative questionnaire was developed based on the results using the theory of planned
behavior as the theoretical framework.
2. Quantitative Questionnaire. This questionnaire was divided into seven sections
(Appendix F) which included: Demographic characteristics of the respondents. Included
in this category were age, gender, country of origin, number of years lived in Southern
California, religion, and education level. Other questions based on the theory ofplanned
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behavior. The Ajzen (2002) format of constructing the questionnaire was adapted in this
section. Behavioral intention, attitude, subjective norm, and perceived control are the
components of the theory of planned behavior that were used to develop the
questionnaire. Other sections included outcomes, values, what others think, and
motivation to comply with the thoughts of others. The last section included questions on
availability of resources and the power of those resources to help in avoiding sexual
intercourse at the participants’ age. The questions were developed as outlined below:
(1) Intention: Likert-scale questions with a range of 1 (strongly disagree) to 7
(strongly agree) were constructed to measure respondent’s intention to initiate sexual
intercourse in the next twelve months.
(2) Attitude: Questions on attitude toward AIDS risk behaviors and outcomes
when one has sex in the next twelve months. The questions were also designed in a Likert
Scale format where there was a range of 1 (bad, risky, harmful and foolish) to 7 (good,
not risky, beneficial and wise) respectively.
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(3) Subjective norm: Questions on perception of the participants regarding social
pressure from the people they considered important to them such as parents, peers,
siblings, and teachers as relates to the respondents engaging in sexual intercourse at their
age. Participants’ responses were rated on a 7-point scale (1 = I should not, 7 = 1 should,
and 1= extremely unlikely, 7 = extremely likely).
(4) Perceived behavioral control: Perceived behavioral control is perceived ease
of engaging or not engaging in sexual intercourse within the next twelve months. The
participants’ responses were rated on a 7 point scale as follows: (1 = difficult, 7 = easy,
1= definitely false, 7= definitely true) and (1= strongly agree, 2 = strongly disagree).
Other scales included the following:
Outcomes: This section asked the respondents their perceptions on how likely the
outcomes were to happen if the respondents engaged in sexual intercourse. Their
responses were rated as (1 = definitely would not happen, 7 = definitely would happen).
Values: The section inquired about the respondents’ perception of values they
attached to outcomes of their involvement in sexual intercourse. The responses were
rated as follows: (1= extremely bad, 7= extremely good).

30

Perception on what others thought and motivation to comply: These were
questions on the perception of the participants regarding social pressure from the people
who they considered important such as parents, peers, siblings, and teachers relating to
the respondents engaging in sexual intercourse at their age. Participants’ responses were
rated on a 7-point scale (1=1 should not, 7 = 1 should and 1= extremely unlikely, 7 =
extremely likely).
Availability of and access to resources: In this study perceived behavioral control
measured the availability or access to resources and the power of the available resources
to help the participants avoid sexual intercourse at their age. The participants responses
were rated on a 7 point scale as follows: access (1 = strongly disagree to 7 = strongly
agree that there is access to resources) and for power, the scale of measurement ranged
from (1= very difficult, to 7= much easier) to help the respondents avoid sexual
intercourse at their age.
G. Data Collection
The data were collected in two phases: The first was a qualitative phase in which
focus groups were used to assist in creating a questionnaire, while the second was a
quantitative phase in which the questionnaire was administered.
1. Qualitative Phase
The first phase, which included focus group work, was done on two visits in three
different venues: Sudanese Presbyterian Church, Somalia Community Center, and the
Horn of Africa Center. The group discussions were scheduled for Sunday and Friday,
days when the adolescents attend church with their parents and come together to socialize
at their community centers. After the investigator explained to each congregation the
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purpose and importance of the research, focus groups were formed based on gender. Each
participant aged 18 or 19 years signed consent forms, while parents or guardians
consented for those aged 15-17 years. Then an open-ended questionnaire was
administered to each participant in the three focus groups to ascertain salient beliefs
underlying risk behaviors. The investigator presided over each focus group discussion
forum and gave each participant equal opportunity to contribute to the discussion. The
discussions were taped and later transcribed and tapes were destroyed after transcription.
The first two focus groups consisted of five adolescents each. Each of the other two
groups was composed of eight adolescents. Convenience samples were used for all the
focus groups. Each participant in the focus group discussion received $10 for
participating in the discussion.
1. Quantitative Phase
Data were collected over an 8 month period. The days and times of appointments
followed the pattern of the focus group phase except when there were special
appointments in different venues such as schools. Those who had contributed in the
qualitative phase were also allowed to participate in this phase. After consenting to be in
the study, each participant aged 18 or 19 years completed the survey. For anonymity,
they were asked not to write their names on the questionnaire. Parents or guardians of
participants whose ages ranged from 15 to 17 years signed the consent forms on behalf of
their children prior to participation. Participants were instructed on how to complete the
questionnaire, and the benefits and risks, if any, were explained. Each participant was
given up to 30 minutes to complete the questionnaire and then after its completion, each
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received $ 10 for participating. The completed questionnaires were then placed in an
envelope until time for data entry.
H. Statistical Analyses
The Statistical Packages for the Social Sciences (SPSS) version 13 was chosen for
data entry and analysis. Descriptive statistics including frequencies, percentages, means,
standard deviation, and distributions were done on demographic variables. Scatter plots
were diagrammed to identify outliers; alpha reliabilities for the theory of planned
behavior constructs were calculated. Simple products of the variables were calculated
without using optimal scaling technique and results are discussed in the appropriate
sections.
Descriptive statistics including frequencies, means, and distributions were used
for demographic data collected. Chi square, though a non-parametric test was used to
determine the significant differences in the responses of males and females. Cross
tabulations were performed to assess and describe relationships between variables.
Path analytical techniques were used in a series of multiple regression analyses, which
were performed by regressing behavior on intentions, intentions were regressed on
attitude, subjective norm, and perceived control. Intentions were also regressed against
behavioral outcomes, normative beliefs, and control beliefs.
I. Power Analysis
Based on recommendations by Cohen (1992), for multiple regression analysis the
sample size was calculated from medium effect size of (f2) 0.15 with power of 80% and
alpha 0.05. There were up to 10 independent variables and with recommendation from
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Table 2 in Cohen a sample size 107 participants were needed. However, to allow for 20%
attrition, the sample size was increased to 134.
J. Limitations
Limitations included diversity in the background of the participants, particularly
different African countries of origin. Even for participants from the same country some
came from different tribal groups. The study was limited to adolescents from a dominant
African community in Southern California. There may have been subject bias where the
respondents gave answers according to what they perceived that the researcher wanted
from them. Self-reporting on sensitive issues was also likely to be a limitation because of
validity biases. According to Myung-Soo (2000), self-reporting encourages respondents
to report higher frequencies of behaviors which are considered positive by societal
standards and report lower frequencies of action that are also considered undesirable by
societal standards.
A convenience sampling technique was used in conducting the survey, and
therefore the findings may not be generalized to other groups or adolescents because
there is no guarantee that the participants may have truly represented the underlying
population who never had the chance or chose not to participate in the study.
K. Ethical issues
Before conducting this research, approval was sought from the Loma Linda
University Institutional Review Board (LLU IRB) (Appendices B and D). The IRB
reviewed the study design, consent form, instruments, flyers, and other documents before
granting approval (Appendices C and E). By prior arrangement, the investigator
addressed members of different churches and ethnic organizations such as Somalia
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Community Center, the Horn of Africa Community, and the East African Community of
Orange County in order to create awareness and to explain the need for the research.
Letters were written to seek active approval of the African parents/guardians whose
adolescent children were under the age of 18 (Appendices J and K). Assent of the African
born adolescents also were sought (Appendix H). Active approval means the parents or
guardians were expected to give written consent to allow their children to participate in
the research, and each person willing to participate was informed of the potential benefits
and risks associated with the study. They were also told of their right to end participation
at anytime, without consequences.
The participants remained anonymous as they filled out the questionnaire because
identification of each questionnaire by name was not necessary. Questionnaires were
given a number at the data entry stage. Participants were seated far apart from one
another and encouraged to fill his/her own questionnaire keeping distance between them.
This was done to protect privacy of every respondent. They were told not to write their
names on the questionnaire. The data were locked in a secure file cabinet separately from
the consent forms. The computer data files were given identification numbers to allow
them to be traced back to their original questionnaire if necessary but the questionnaire
themselves had only this identification number and was not connected with any
participant’s name.
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Abstract
Based on the theory of planned behavior the research aims were to: (a) ascertain
how attitude, subjective norms, and perceived control predict intentions to engage in
sexual intercourse among black, African-born adolescents in Southern California; (b)
determine how behavioral beliefs, normative beliefs, and control beliefs predict attitude,
subjective norms, and perceived control. A questionnaire was developed based on focus
group findings. One hundred and thirty-five adolescents aged 15 to 19 years completed
the questionnaire. The strongest predictor of intention was attitude, then subjective norm.
Enjoying sex, “wanting to be a parent” and to “keep sexual partners” predicted attitude.
Educative, informative, cultural and faith based programs on AIDS risk behaviors, if
initiated may help African adolescents in Southern California.

Key Words: AIDS, Sexual intercourse, African born adolescents. Theory ofplanned
behavior
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Factors Associated with Sexual Intercourse Among African Bom Adolescents in
Southern California

The Joint United Nations programs on AIDS (UNAIDS, June 2006) estimates that
there are about 40.3 million people living with HIV/AIDS worldwide. Five million are
being infected every year and 25 million have died. There are an estimated 14 million
orphans and taking care of many critically ill people due to HIV/AIDS. Between
1,039,000 and 1,185,000 Americans were living with HIV in December 2003, with half
of all the new cases reported among African Americans (Centers for Disease Control and
Prevention [CDC], 2005a). This includes 180,000 to 280,000 people who do not know
they are infected (CDC, 2005a). The American Foundation for AIDS Research in June
2005 reported that 1.5 million Americans have been infected with HIV since the start of
the AIDS epidemic, and more than 524,000 have died of the disease (Quin & Overbaugh,
2005). Each year in the USA, about 20,000 young people are newly infected with HIV,
and nearly 4 million new sexually transmitted infections occur among 15 to 19 year old
youth (Feijoo, 2004). Since the epidemic began, an estimated 10,041 adolescents with
AIDS have died and according to a CDC report (CDC, 2005b), the proportion with an
AIDS diagnosis among adolescents and young adults increased from 3.9% in 1999 to
4.7% in 2003.
While African American constitutes about 13 percent of the U.S. population, it
makes up 56 percent of “late testers” (those who missed early opportunities in testing,
prevention, and treatment of HIV). Many are youth aged 15 to 19 who are diagnosed with
AIDS. More than half of new HIV infections occur through heterosexual sex among
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African Americans younger than 25 years and many adolescents infected with the HIV
vims are not aware of their infection. According to De Santis and Patsdaughter (2005),
African American adolescents account for more than 60% of new cases of the disease in
their age group, and more than 60% of children with HIV/AIDS are African Americans.
Official reports on HIV/AIDS among African Americans do not differentiate black
Africans from African Americans. Didier (2002) contends that this acts as a barrier for
reaching these communities because the assumption is that they have the same risks.
The state of California has about 133,858 reported cases of AIDS, which is the
second highest number of AIDS cases in the U.S. Many of the cases of the disease in the
state are reported in Southern California, which consists of San Bernardino, Riverside,
Imperial, San Diego, Orange, Los Angeles, Ventura, Kern, Santa Barbara, and San Luis
Obispo counties. The County of San Diego 2004 annual report (County of San Diego,
2004) indicated that 12,034 of those cases are among San Diego residents, making the
county the third largest contributor to AIDS prevalence in California, after Los Angeles
and San Francisco. Many of the new cases reported in Southern California are among
people of color. African Americans account for about 13% of AIDS cases that are
reported in San Diego County. Since the data are not disaggregated by country of origin,
AIDS cases from Africa-born blacks are included.
BlackAfricans who are born in Africa and have moved to the U.S. come from a
continent which has just 10% of the world’s population but 73% of the world’s
HIV/AIDS cases (UNAIDS, July 2006). In 2004 approximately 3.1 million new HIV
infections occurred in sub-Saharan Africa (Boer & Mashamba, 2005). About 26 million
Africans in the same region are estimated to be HIV positive (UNAIDS June 2006).
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HIV/AIDS has become a disease affecting 8.6 million youth in Africa because the spread
of the disease in this region is faster than in any other parts of the world. This spread is
partly due to cultural beliefs, poverty, and a severe lack of information and services for
prevention (Ateka, 2001). One of the beliefs common among youth in Africa is that
AIDS is a disease for the “high risk group.” They associate the disease with homosexuals,
drug users, prostitutes, truck drivers, and tourists. As a result, many youth discount any
risk to themselves because they do not identify with these high-risk groups (Akwara,
Madise & Hinde, 2003).
The risk perception among youth in South Africa is very low. They do not feel
vulnerable and 62% of those who learn they are HIV positive believe they face little or no
risk at all of contracting the disease or getting AIDS (HIV/AIDS and Sexual and
Reproductive Health, August, 2004). African youth are more likely to have unprotected
sex. In many rural villages in Africa, people regard HIV/AIDS as a taboo subject for
discussion in the community. It is unclear how African migrants in the United States
perceive the risk of HIV/AIDS in their new or adopted country.
Reid (1999) also reported that youth in Africa grow up with a belief that men
have a stronger sexual drives than women, and men cannot live without sex. This belief
has led many young people to have multiple sexual partners, with boys reported as being
about seven times more sexually active than girls in the same age range of 15 to 19 years
(Erulkar, Karueru, Kagwa, Kingola, Nyagah et ah, 1998; National Council for Population
and Development [NCPD] 1999). Dube (2004) reported that some male South African
students say AIDS is an acronym for “American Ideas of Discouraging Sex.” This notion
drives African youth to initiate sexual intercourse at an early age. In Kenya for example,

41

a very large percent of youth, about 90%, are sexually active by age 20. Girls and
women, in general, lack the power to negotiate for safer sex because their sexual behavior
is dictated by societal norms and practices (Akwara, Madise & Hinde, 2003). In many
communities in Africa it is taboo for the children to discuss sexual matters with or in the
presence of their parents (Fitzgerald & Fitzgerald, 1987). Even with the existing abundant
information from health educators and other sources regarding the risks of unprotected
sexual intercourse, many men prefer having sexual intercourse with young girls because
of a cultural belief that sex with a virgin will cure sexually transmitted diseases, including
HIV/AIDS.
Unprotected adolescent sexual intercourse among adolescents continues to
contribute significantly to population growth, high birth rates, and escalating rates of
AIDS cases in many parts of sub-Saharan Africa. About one-third of African boys and
girls ages 12 to 17 have had sexual intercourse, and one in five reports having their first
sexual experience at the age of 12 or younger. There are also indications that in many
Black sub-Sahara countries, the median age of adolescents of first intercourse is 16.5
years (Simbayi, Charveau & Shisana 2004). According to Karungari and Zabin (1995),
about 80% of African youth have engaged in risky sexual intercourse by age 18, and only
10% abstain from sex before marriage. Adolescents in the southern part of Africa are
sexually active by age 15 years with some reporting up to seven partners, yet few take
precautionary measures against sexually transmitted diseases and HIV/AIDS. In a South
African national study (Shisana, 2002), 23% of male adolescents aged 15-24 and 8.8% of
female adolescents reported concurrent sexual partnerships. Another study in the rural
areas of Transkei in South Africa by Buga (1996) found mean ages of the girls and boys
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were 15 and 16 years, respectively. Seventy-six percent of the girls and 90% of the boys
had already engaged in sexual intercourse. Some of the factors that influence the median
age at first intercourse in some countries of Africa include residence and education. For
example, in Kenya, rural young women engage in intercourse earlier than urban women,
and the median age at first intercourse for women with no education is three years earlier
than women with at least a secondary school education. Population Reference Bureau and
Population Service International (2000) conducted a formative research in eight subSaharan African countries to identify and understand major barriers to delayed sexual
debut among the African adolescents. Seventy four focus group discussions were
conducted with both genders aged 14 to 19 years, sexually or not sexually active. The
results indicated that the most important barrier or factor that influenced the adolescents’
decision to have sexual intercourse was the desire to be a man or a woman (desire to
make transition into adulthood). Other additional factors included peer pressure, sexual
violence, coercion, and lack of communication between parents and children (Kartell,
2005; Profile Social Marketing and Communications for Health, February 2006).
According to Dunkle, Jewkes, Brown, Yoshihama, Gray et al. (2004) HIV
infection rates among teenage women are about five times higher than the rates for men
throughout sub-Saharan Africa. For example, in Kenya one teenage boy in four teenage
girls live with HIV. This happens because the physical immaturity of younger women as
well as women’s lower status in many African societies may prevent them from having
control of their sexual relationships. Studies on women’s first sexual intercourse
experience showed that more than a half of young women in Malawi and 20% of young
women in Nigeria experienced forced intercourse (UNAIDS, 1998; UNAIDS, 2000).
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Research shows that adolescents who start having sexual intercourse early are more likely
to have sex with high-risk partners or multiple partners, and are less likely to use
condoms.
When drugs are used in social situations which usually involve peers, adolescents
are more exposed to voluntarily or involuntarily engage in unplanned acts of sexual
intercourse and unprotected sex (Morojele, Brooks, & Kachieng’a, 2006).
While much work has been done on determinants of risky behaviors in Africa,
similarly significant work has been done on determinants of risky behaviors in Africa,
similarly much work has been done with African Americans, but little is known regarding
black adolescents born in Africa and living in the U.S. Summit Health Institute for
Research and Education (2005) reports that “very little is known about immigrants of
African origin in California, and no population-based survey has focused
comprehensively on their identification or their clinical and social needs (page 6).”
Kamya (1997) contends that studies regarding immigrants in the U.S. have mostly
focused on Hispanic, Asian, and Russian immigrants. This study may help health
professionals to better understand this minority community and aid in the development of
appropriate programs tailored to their needs.
The purpose of this study was to determine factors associated with the spread of
AIDS among Black African-born adolescents living in Southern California, and if
cultural beliefs regarding sexual intercourse are salient factors contributing to the spread
of AIDS among Black African-born adolescents living in Southern California. Culture
includes knowledge, belief, art, morals, law, custom, and any other capabilities and habits
acquired by a human being as a member of society. Collectivist beliefs are one element of
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cultural beliefs. Collectivist beliefs are common in most countries on the African
continent. Many people in different societies in Africa have a very strong attachment to
their cultural beliefs and practices; they perform these cultural practices in order to be
accepted by society and the community. These actions override any concerns about
HIV/AIDS. For example, girls of Ugandan tribes pressure themselves to be pregnant in
order to prove their fertility before marriage, and boys prove their manhood in the
community by impregnating girls, therefore, they tend to have unprotected sexual
intercourse (Hulton, Cullen, & Khalokho 2000).
In collectivist cultures, individuals are more concerned with the opinion of the
family and friends than in individualistic cultures (Aggleton, 1996; Airhihenbuwa &
Obregon, 2000). Thus, it seems reasonable to suppose that subjective norms, which are
based on the opinions of other people (Ajzen, 2002), will be more important in
collectivist cultures than in individualistic cultures. Are cultural factors major
contributors to the age of first sexual initiation among African born adolescents living in
Southern California?
This study was conducted in Southern California because a larger number of
African-born immigrants, migrants, and refugees live in this region than in any other part
of California. According to Summit Health Institute for Research and Education
(SHIRE), as of March 2005, Southern California had about 102,655 residents of African
origin in California, with Los Angeles and San Diego counties reporting 37,000 and
12,000 respectively. In a recent health survey conducted among Africans who migrated to
the U.S. and are residents of Los Angeles, Orange, San Bernardino, or San Diego
counties, the respondents expressed dissatisfaction at the low level of cultural
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competence exhibited by their health care providers. The respondents believe that health
care workers are very ignorant about African immigrants and their cultures (SHIRE,
March 2005). How these migrants access health care for HIV/AIDS on what their
attitudes and beliefs are about the disease, and which risk behaviors are practiced are
poorly understood. Therefore, we attempted to understand how cultural beliefs and
practices may influence the spread of HIV/AIDS among this migrant group.
Theoretical framework
The theory of planned behavior (Ajzen, 1991) was used as a theoretical model for
this study. In this theory, Ajzen (2002) indicates that the best predictors of teen’s AIDS
risk behaviors are their intentions. Intentions measure the extent to which a teen is
motivated to initiate sexual intercourse at an early age and use a condom when having
sex. The intentions are in turn determined by their attitudes towards risky behavior, and
the subjective norms, which is the participant's perception of social pressure to engage (or
not) in AIDS risk behavior. Attitude represents the teen’s feelings and beliefs about
AIDS risk behaviors. Perceived behavioral control (PCB), which is perceived ease of
performing or not performing the risky behavior, is the third component which
determines the behavioral intentions. The teen’s behavioral beliefs consisting of their
beliefs about the outcomes of a behavior and their evaluation of those outcomes influence
their attitudes.
Normative beliefs, which are beliefs about the expectations of others close to
them and motivation to comply with the expectations, influence subjective norms. In this
study normative beliefs are those that adolescents have about their parents’
communication and guidance regarding the AIDS risky sexual behaviors and the teen’s
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motivation to comply with the parents’ expectations. The teen’s control beliefs- beliefs
about availability of resources, and opportunities necessary to achieve the behavior and
how each of the resources and opportunities facilitate the behavior - influence their
perceived control. The general rule is that the more favorable the attitude and the
subjective norm and the greater the perceived control, the stronger should be the teen’s
intention to perform the risky behavior.
Method
Study Design
This study used a non-experimental cross-sectional design (Cook & Campbell,
1979) to investigate factors associated with sexual intercourse at an early age and
HIV/AIDS risk behaviors among African born adolescents in Southern California,
utilizing the theory of planned behavior as the theoretical framework (Ajzen, 2002). The
study was conducted in two phases using both qualitative and quantitative methods. In
the qualitative stage, an open-ended questionnaire was administered to three focus groups
to ascertain salient beliefs underlying risk behaviors associated with sexual intercourse.
The first group consisted of 10 adolescents. Each of the other two groups was composed
of eight adolescents. Convenience samples were used for both the focus groups and the
survey in the quantitative phase.
Participants
Participants in both phases of the study consisted of Black African-born
adolescents aged 15 to 19 years old who live in Southern California (n=135). For
inclusion in the study, participants must have been born in Africa, and lived in the U.S.
for 10 years or less whether or not they were immigrants, migrants, or undocumented
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African families. Only those who were willing to participate and met the conditions
regarding age, years lived in the U.S. and country of birth were included in the study.
Adolescents between 15 and 17 years old who met all the conditions and were willing to
participate, but did not have parental consent, were excluded from the study. However,
participants who lived in the U.S. for more than 10 years but less than 15 years and met
other inclusion criteria were included in the data analysis, in an effort to reach the
required sample size.
Procedure
Recruitment for this study took place at churches and mosques where African
born adolescents attended worship services, sport centers they frequented, and non
governmental organizations (NGOs) which deal with refugee settlement in Southern
California. In San Diego we used the Sudanese American Presbyterian Church and
Southern Sudanese Community Center as the recruitment and data collection sites for the
Sudanese community. Somali Community Center and Horn of Africa Community Center
were the sites used for Somali refugees who have settled in San Diego. Other centers
included Project BRO of Project Concern International, and Crafton High School in San
Diego. The East African Community of Orange was the site for recruiting Ethiopians.
Recruitment flyers were distributed through the recruitment centers one week or two
before the data were collected. Fliers were posted in strategic centers that Black Africanborn teens frequently visited, inviting youth 15-19 years old to participate in the study.
There were times when recruitment and data collection had to be done simultaneously
especially in churches where the parents were present to sign the consent forms for their
adolescents.
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Study Variables
All variables in this study were based on self-report from respondents who
participated in the focus groups and completed the survey questionnaire. The dependent
variable was risk behaviors, which was defined as initiation of sexual intercourse at an
early age. The independent variables included attitude, subjective norms, and perceived
control. Also included in this category were demographic variables such as age, number
of years lived in Southern California, gender, education level, country of origin, and
religion, which were all necessary for defining the study population.
Development of Instrument
Development of the instruments involved qualitative and quantitative phases. The
first was qualitative, which involved open-ended questions to assess possible salient
factors related to sexual intercourse using focus groups. Salient issues or topics were
identified based upon the number of times a topic was mentioned in the discussion.
Also included were open-ended questions on behavioral beliefs on proof of
fertility, multiple sexual partners, gender issues, normative beliefs about parental
communication and guidance, and control beliefs. For the qualitative phase, a survey
instrument was developed based on the results of the focus group questions and
components of the theory of planned behavior as described by Ajzen (2002).
Qualitative questionnaire. The questions for the focus groups included the following
areas:
1. Outcome beliefs: Beliefs about expected outcomes when participants engage in
sexual intercourse and their evaluation of the outcomes. The questions were: (a) If you
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were to have sexual intercourse at your age what good things might happen? (b) Are
there any other things you associate with your having sexual intercourse at your age?
2. Normative beliefs: Questions in this section included the following: (a) “Are
there particular people who would approve of you having sexual intercourse at your
age?” (b) “Are there particular people who would not approve of you having sexual
intercourse at your age?” (c) Are there particular people who may or may not approve of
you having sexual intercourse at your age?”
3. Control beliefs, included: (a) When you think of having sexual intercourse at
your age what resources or opportunities would you need to help you do the behavior?
(b) What resources or opportunities do you lack that might prevent you from having
sexual intercourse at your age?
All the responses from the focus groups were transcribed and analyzed and a
quantitative questionnaire was developed based on the results using the theory of planned
behavior was used as the theoretical framework.
Quantitative Questionnaire. This questionnaire was divided into seven sections as
follows: (a) Demographic characteristics of the respondents. Included in this category
were age, gender, and country of origin, years lived in Southern California, religion, and
education level, (b) Other questions were based on the theory ofplanned behavior. The
Ajzen (2002) format of constructing the questionnaire was adapted and used in this
section. Behavioral intention, attitude, subjective norm, and perceived control are the
components of the theory of planned behavior that were used to develop the
questionnaire. There were other sections that included outcomes, values, what others
think about sexual intercourse at an early age, and motivation to comply with what others
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think. The last section included questions on availability of resources and the power of
those resources to help in avoiding sexual intercourse at the participants’ age. The
questions were developed as outlined below:
Intention. Likert-scale questions with a range of 1 (strongly disagree) to 7 (strongly
agree) were constructed to measure respondent’s intention to initiate sexual intercourse in
the next twelve months.
Attitude. Questions on attitude toward AIDS risk behaviors and outcomes when one has
sex in the next twelve months. These questions were also designed using a Likert Scale
format where there was a range of 1 (bad, risky, harmful and foolish) to 7 (good, not
risky, beneficial and wise) respectively.
Subjective norm. There were questions on participant’s perceptions regarding social
pressure from the people they considered important to them such as parents, peers,
siblings, and teachers as relates to the respondents engaging in sexual intercourse at their
age. Responses were rated on a 7-point scale (1=1 should not, 7 = 1 should, and 1 =
extremely unlikely, 7 = extremely likely).
Perceived behavioral control. Perceived behavioral control, was perceived ease of
engaging or not engaging in sexual intercourse within the next twelve months. The
participants’ responses were rated on a 7 point scale as follows: (1 = difficult, 7 = easy,
1= definitely false, 7= definitely true) and (1= strongly agree, 2 = strongly disagree).
Other scales included the following:
Outcomes. This section asked about their perceptions on how likely certain outcomes
were to happen if they engaged in sexual intercourse. Their responses were rated as (1 =
definitely would not happen, 7 = definitely would happen).
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Values. This section inquired of their perception of values that they attached to outcomes
of their involvement in sexual intercourse. The responses were rated as follows: (1 =
extremely bad, 7= extremely good).
Perception on what others thought and motivation to comply. These were questions
dealing with their perceptions regarding social pressure from the people they considered
important to them such as parents, peers, siblings, and teachers as related to engaging in
sexual intercourse at their age. Participants’ responses were rated on a 7-point scale (1=1
should not, 7 = 1 should and 1= extremely unlikely, 7 = extremely likely).
Availability of and access to resources: Questions on perceived behavioral control aimed
at measuring the availability or access to resources and the power of those resources to
help them avoid sexual intercourse at their age. Participants responses were rated on a 7
point scale as follows: access (1 = strongly disagree to 7 = strongly agree that there is
access to resources) and for power, the scale of measurement ranged from (1= very
difficult, to 7= much easier) to help the respondents avoid sexual intercourse at their age.
Data Collection
The data were collected in two phases: The first was a qualitative phase in which
focus groups were used to assist in creating a questionnaire, while the second was a
quantitative phase in which the questionnaire was administered.
Qualitative Phase
The first phase, which included the use of focus groups, was done on two visits in
three different venues namely: Sudanese Presbyterian Church, Somalia Community
Center, and Horn of Africa Center. The group discussions were scheduled for Sunday and
Friday, days when the adolescents attend church with their parents and also come
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together to socialize at their community centers. After the investigator explained to each
congregation the purpose and importance of the research, focus groups were formed
based on gender. Each participant aged 18 or 19 years signed consent forms, while
parents or guardians consented for those aged 15-17 years. Then an open-ended
questionnaire was administered to each participant in the three focus groups to ascertain
salient beliefs underlying risk behaviors. The investigator presided over each focus group
discussion forum and gave each participant equal opportunity to make contributions to
the discussion. The discussions were taped and later transcribed. The tapes were
destroyed after transcription. The first two focus groups consisted of five adolescents
each. Each of the other two groups was composed of eight adolescents. Convenience
samples were used for all the focus groups. At the end of end of the focus group each
participant received $10 for participating in the discussion.
Quantitative Phase
Data were collected over an eight- month period. The days and times of
appointments followed the pattern of focus group phase except when there were special
appointments in different venues such as schools. After consenting to be in the study,
each participant aged 18 or 19 years completed the survey. For anonymity, they were
asked not to write their names on the questionnaire. Parents or guardians of participants
whose ages ranged from 15 to 17 years signed the consent forms on behalf of their
children, and they assented to complete the survey. Participants were instructed on how
to complete the questionnaire, and the benefits and risks, if any, were explained. Each
participant was given up to 30 minutes to complete the questionnaire and after its
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completion, each received $10 for participating. The completed questionnaires were then
placed in an envelope until time for data entry.
H. Statistical Analyses
The Statistical Packages for the Social Sciences (SPSS) version 13 was chosen for
data entry and analysis. Descriptive statistics including frequencies, percentages, means,
standard deviation, and distributions were done on demographic variables. Scatter plots
were diagrammed to check for outliers. Alpha reliabilities for the theory of planned
behavior constructs were calculated. Simple products of the variables were calculated
without using optimal scaling technique and results are discussed in the appropriate
sections.
Results
Demographic characteristics of participants are presented in Table 1. The
respondents’ ages ranged from 15 to 19 years old, the majority of whom were males
(61.5%) and (38.5%) females. The majority of the participants have lived in Southern
California for 5 to 10 years (79.3%). Most were Muslims (70.4%), followed by Protestant
Christians (24.45%). Many of the participants were drawn from refugees of Somalia
(59%), Sudanese origin (22%) and currently living in San Diego. Ethiopian participants
came from Orange County with a few Christians from the Inland Empire. Over 74% of
the participants were high school attendees with only 15% attending local community
colleges.
The alpha reliability values for intention, attitude, subjective norm, and perceived
behavioral control were 0.63, 0.87, 0.61 and 0.64 respectively. All the reliability test
results were within the acceptable range.
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Table 1 Characteristics of the Study Population (n=135)
Characteristics

N

%

Age in years
15
16
17
18
19

32
22
21
36
24

23.7
16.3
15.6
26.7
17.7

3
44

2.2

Years in S. California
<1
1 -5

6- 10
>10
Gender
Male
Female
Religion
Catholic
Islam
Protestant/Christian
Other
Education
Elementary
Junior High
High School
College
Other
African Birth Country
Sudan
Somalia
Ethiopia
Uganda
Other
Missing

25

32.6
46.7
18.5

83
52

61.5
38.5

4
95
33
3

3.0
70.4
24.4
2.2

1
8
101
21
3

0.7
5.9
74.8
15.6
2.2

22
80
26
1
2
4

16.3
59.3
19.3
0.7
1.5
3.0

63
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The perceived likelihood and perceived value of various sexual intercourse
outcomes for both male and female respondents are given in Table 2. Generally, there
were significant differences regarding what males and females thought about outcomes of
having sexual intercourse, Pillai’s Trace = .188, F(ll, 123) = 2.59,p = 0.005. However,
the means, the likelihood outcomes for these adolescents having sex in the next twelve
months were low, closer to “definitely would not happen,” ranging from 3.06 to 4.09 for
male participants and even lower for female participants. Likewise, there were significant
differences regarding the perceptions of the males and females on the values of the
outcome if they engaged in sexual intercourse, Pillai’s Trace = .1160, F(11, 123) = 2.12,
p = 0.023. The mean for valuing outcomes for the same respondents followed a similar
trend (2.87 to 4.08). On average, enjoying sex was perceived as a more likely outcome
for the male respondents when compared to females t (133) = 2.19,p = 0.006. Male
respondents’ perception regarding value for enjoying sex was also significantly higher
than the female respondents’ perception t (133) = 2.99,p = 0.005. Further, regarding
likely outcomes, the male respondents’ perception about “partner would stay” was also
significantly higher than the female respondents’ perception t (133) = 2.16,/? = 0.033. It
is very interesting to note that the respondents’ average perception regarding “getting
AIDS” when they have sex is that it would not happen or was unlikely that it would
happen. However, as shown in Table 2 they perceived “getting AIDS” as an extremely
bad outcome if it happens as indicated in mean of 2.87.
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Table 2 Perceived Likelihood and Value for Various Sexual Intercourse Outcomes
for Both Female and Male Respondents.
Female (n=52)
Male (n=83)
Value
Likelihood
Likelihood
Value
SD
M
M
SD
SD
M
SD
M
2.85
2.38
2.94 2.28
Enjoying sex
4.08
2.46
4.09
2.41
2.81
2.25
3.92
2.22
2.05
3.03 2.37
Partner would stay
3.29
2.77
2.33
Feeling guilty
4.27 2.52
2.9
3.83
2.29
1.97
2.55
2.07
2.87 2.29
3.54
Peers acceptance
2.07
3.28
2.06
2.71
2.36
4.52 2.45
2.89
Bad reputation
3.53
2.22
2.06
2.60
2.25
3.14
2.11
4.52 2.55
3.48
Spreading rumors
2.22
2.05
1.94
4.13 2.61
2.76
2.10
Unwanted baby
3.48
2.27
2.71
2.37
2.81
2.39
Feeling good
2.98
2.16
2.21
3.36
2.27
2.07
2.85
2.03
3.40 2.45
Get other diseases
3.33
2.23
2.60
2.24
2.66 2.26
Proud parent
3.08
3.28
2.21
2.11
1.87
1.70
3.79 2.33
2.87
2.09
Get AIDS
3.06
2.14
Note: ranges for likelihood are definitely won't happen 1 to definitely M’ould happen 7 and for
value are extremely bad 1 to extremely good 7.

On the other hand, the adolescent girls perceived that “bad reputation,”
“spreading rumors, ?!> u feeling guilty,” and “getting unwanted baby” were generally the
most likely outcomes if they engage in sexual intercourse at their age. In fact, compared
to males, females had more negative beliefs than males about “bad reputation” as a likely
outcome if they engaged in sex t (133) = - 2.37,/? = 0.02. Likewise, compared to males
the females perceive “spreading rumors” as a more likely outcome of engaging in sexual
intercourse r(133)=:-2.43,/? = 0.02, and there was nothing the female respondents
perceived as significantly good in any of the outcomes. They generally perceived all
outcomes of sexual intercourse as bad with “getting AIDS” as an extremely bad outcome,
followed by “getting unwanted baby.”
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Table 3 presents the means of what the male and female respondents believed
important people in their lives thought about them having sexual intercourse at their age
and their motivation to comply with what others thought. In general there were clearly
significant differences regarding what males and females thought referents wanted them
to do about having sexual intercourse Pillai’s Tracer .282, F(15, 119) = 3.12,;? = 0.0003.
Examination of separate Mests suggested that females were more likely to think their
referents wanted them to avoid sexual intercourse than did males for every referent
except mother, boyfriend, and God. For example, compared to males, females believed
their classmates were more negative towards the notion of them having sex t (133) = 3.66,
p = 0.001.
The means of normative beliefs are very low, being below the midpoint 4 and
ranging from 2.56 to 3.73, with standard deviation also ranging from 2.05 to 2.37.
Overall results indicated that, generally, male respondents believed that important people
in their lives thought they (the male respondents) should not have sex at their age.
Leading in this category were probably grandmother, father, mother, and religious leaders.
However, these male participants seemed to believe that classmates, girlfriend, good
friends, brother, and cousin, presumably exerted no social pressure regarding their sexual
behavior. On the other hand, on average, males also seemed to be quite neutral on
whether or not they wanted to comply with what important people in their lives thought
and the mean for motivation to comply ranged from 3.60 to 3.94.
The results of multivariate analysis indicated that there were non-significant
differences between both male and female respondents regarding motivation to comply
with what referents thought about them (the respondents) having sexual intercourse.
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The general belief of the female respondents was that virtually all important people in
their lives thought that they should not engage in sex at their age. The important people
whom they listed were brother, church members, grandfather, grandmother, religious
leaders, cousin, sister, teacher, then mother. Like the male respondents, the average
female respondent also did not want to comply with what they believed their referents
wanted them to do.
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Table 3 What Respondents Believe Important People in Their Lives Think About Them Having Sexual Intercourse and Their
Motivation to Comply with What They Think
Male (n=82)
Female (n=53)
Motivation to Comply
Normative Belief
Normative Belief
Motivation to Comply
Mean
SD
Mean
SD
SD
Mean
SD
Mean
2.37
3.73
3.94
Classmate
2.30
3.89
2.04
2.70
2.38
3.94
3.65
2.37
2.45
2.22
2.71
Girlfriend
2.45
4.17
2.21
3.83
2.32
3.42
4.08
2.71
Friends
2.08
1.99
2.75
3.36
2.33
3.49
2.38
1.56
1.42
4.17
Brother
2.24
3.75
3.26
1.77
4.35
2.66
2.37
Cousin
1.76
2.22
3.30
2.71
Boyfriend
2.91
2.36
2.81
4.08
2.46
2.87
2.35
3.67
2.11
2.81
God
2.18
4.27
2.49
2.86
3.76
2.37
1.62
4.25
2.70
2.16
Church members
1.57
2.84
3.84
2.71
2.21
2.40
1.85
1.82
4.19
Teacher
2.80
2.15
3.69
2.43
1.65
2.80
Grandfather
1.61
4.33
2.74
3.76
2.37
2.73
1.82
2.09
1.80
4.35
Sister
3.65
2.68
2.38
2.68
2.10
1.71
1.77
4.31
Religious leader
3.72
2.57
4.25
2.85
Mother
2.63
2.08
1.96
1.95
2.60
2.11
3.53
2.59
2.81
1.70
1.69
4.13
Father
3.60
2.46
2.80
Grandmother
2.56
2.05
4.25
1.67
1.59
Note: Ranges for subjective norm are I should not (1) to I should (7) and for wanting to do are not at all (1) and very much (7)
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Table 4 shows the male and female respondents beliefs regarding availability of
resources and the power of those resources to predict their perceived control on having
sexual intercourse. Results from multivariate analysis indicated that there were non
significant differences between the means of males and females beliefs about availability
of resources. However, there were significant differences regarding what males and
females believed about available resources to help them have control over having sexual
intercourse, Pillai’s Trace = .236, F(18, 116) = 1.996,;? = 0.015. Generally, both male
and female participants agreed that the resources they needed to help them have control
over engaging in sexual intercourse at their age were available. The range of means for
males’ beliefs about available resources ranged from 3.77 to 4.55. The top three readily
available resources were “proper education,” “be well informed,” and “avoid watching
bad TV programs,” It is also important to note that the male respondents neither believed
the availability of parental talk nor denied the absence of such a talk as indicated in Table
4. It was apparent that male participants also believed the most powerful resources to
help them have control and avoid sexual intercourse at their age were the following in
their respective orders of their means: being strong in religious beliefs; avoiding watching
bad television programs, and visiting or attending a program on parenting (like a
parenting center). Their thoughts on the rest of the resources were generally neutral.
However, the least powerful resources were talking to mother, talking to brother, and
talking to father.
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Table 4 further shows how female respondents were even more enthusiastic in
their thoughts or perceptions about availability of resources and power of those resources
to help them avoid having sexual intercourse at their age. The means for the females’
perception regarding availability of resources ranged from 4.17 to 5.48, and their beliefs
on power of available of resources ranged from 4.02 to 5.27. In their perception, the
females felt the most available resources included the following: talking to sister, houses,
avoiding watching bad television programs, a car, proper education, sharing social life
with friends, being well informed, and being strong in religious beliefs. But like men, the
female respondents were relatively indifferent about their availability of the relatives,
particularly parents, being available to help. The female also perceived that religious
beliefs, personal responsibility and church are the most powerful resources that could
help them.
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Table 4 Perceived Availability of Resources Needed to Avoid Having Sexual Intercourse and the Perceived Power
of Each Resource To Help
Male(S2j
Femalefdd^
Availability
Power to Help
Availability
Power to Help
Mean
SD
Mean
SD
Mean
SD
Mean
SD
Resource
4.71
2.52
5.15
2.42
Proper education
4.55
2.11
3.86
2.33
4.68
2.52
4.53
2.25
3.90
2.26
5.09
2.46
Be well informed
4.87
2.54
4.52
2.28
3.92
2.28
5.35
2.35
Be in touch with culture
4.98
2.26
5.17
2.25
Get a job
4.49
2.28
4.00
2.32
5.27
2.32
Be strong in my religious beliefs
4.45
2.38
5.46
2.30
2.36
4.57
4.02
2.65
4.17
4.44
2.27
2.54
3.99
Money
2.43
5.12
2.40
Be more responsible
4.43
2.13
3.67
2.41
5.48
2.29
5.02
2.50
Listen to church/religion
4.42
2.29
4.92
2.49
3.88
2.43
4.94
2.42
5.07
Avoid bad TV programs
4.44
2.32
2.35
4.39
2.28
4.37
4.24
2.14
2.57
Talk to my brothers
3.55
2.22
4.29
2.53
Guidance from parents
4.29
2.76
3.70
4.20
2.48
2.40
4.37
2.72
4.17
2.28
4.92
2.30
Get a car
3.93
2.37
4.94
2.37
4.44
2.50
Sharing social life
4.13
2.18
3.76
2.32
5.09
2.27
Mother to talk to me
4.05
2.39
3.51
2.41
4.33
2.60
4.96
2.50
Parenting centers
4.05
2.32
4.07
2.44
4.79
2.44
4.63
2.43
Talk with my sisters
3.90
2.20
3.42
2.20
4.77
2.56
4.46
2.56
3.84
2.44
4.33
2.64
Father to talk to me
3.61
2.43
4.19
2.51
Get a house
4.94
2.25
3.77
2.41
3.89
2.30
4.29
2.51
Note: Ranges for power to help are difficult (1) to much easier (7) and availability are strongly disagree (1) to
strongly agree (7) that they can get the resource.
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Discussion
This study was designed to examine factors that were associated with sexual
intercourse at early age among African-born adolescents in Southern California. The
theory of planned behavior was the theoretical model used to explore which constructs
were important in predicting intention to have sexual intercourse at their age.
Both male and female participants in the study perceived that contracting AIDS
was unlikely even if they engaged in sexual intercourse at their age, although they felt
that contracting the disease was a very bad outcome. A report by HIV/AIDS and Sexual
and Reproductive Health August, 2004 indicated a similar finding, that the risk
perception among African youth is very low. The report further indicated that 62% of
African adolescents who learned they were HIV positive believed they faced little or no
risk at all of getting AIDS. Akwara, et al. (2003) also reported that adolescents in Africa
associate HIV/AIDS with homosexuals, drug users, prostitutes, truck drivers, and
tourists. As a result, they discount risk to themselves because they do not identify with
these high-risk groups.
The females in this study seemed to be concerned about rumors spreading about
them, feeling guilty and having bad reputation as likely outcomes after having sexual
intercourse hence they thought their partners were likely to leave. But, on the other hand,
they valued keeping their partners and would want to retain them in the relationships. The
male respondents, on the other hand, believed that “enjoying sex” and “partner staying”
after sex were the likely outcome if they had sex at their age. The results for males may
suggest that African male adolescents believe they have stronger sex drives because they
want to enjoy sex and keep their partners. This finding is similar to findings by Reid
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(1999), who found that male youth in Africa grow up with a belief that they have stronger
sexual drives than women, and men cannot do without sex because they enjoy sex and
take pride in having girlfriends.
It is also worth noting that even though the interaction showed that females
valued the outcome “proud to be a parent,” that did not positively influence their attitude
toward sexual intercourse so long as they thought the outcome (being a parent) was
likely. It was interesting that whether the females thought that being a parent was an
unlikely outcome or a good outcome they still felt proud to be parents and showed a more
positive attitude toward sexual intercourse and may go ahead and have sex in order to
become a parent. These findings in part support or concur with those of other researchers
such as (Hulton, et ah, 2000; and MacPhail & Campbell, 2001) that African born teens
involve themselves in sex in order to have children, because having children is a proof of
womanhood.
Both male and female participants thought or believed that their parents do not
want them to engage in sexual intercourse at their age and they also seemed to believe
that talking to parents was a powerful resource that would help them not engage in sex. It
is also worth noting that on average both male and female respondents had positive
thoughts or beliefs regarding availability of parental talks to them about sexual
intercourse.
The average male participant felt they can talk to their fathers about sex and that
fathers were both accessible and had the power to help them abstain from sex. The males
also had the same trend of thought for mothers that they were available to talk about sex
but they (the males) thought that mothers did not have the same power to help them avoid
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having sex. Compared to males, the females thought more highly about access and power
of fathers talks regarding sex. These findings might suggest that African immigrant
parents, particularly mothers, who have moved to the United States, do want to talk with
their adolescent children about avoiding sexual intercourse at an early age, however talks
from fathers may have more impact on adolescents. This finding does not concur with
those of researchers such as Fitzgerald and Fitzgerald (1987) who reported that in many
communities in Africa it is taboo for children to discuss sexual matters with or in the
presence of their parents, and that it is unlikely that parents will discuss sexual issues
with their adolescent children. Similar findings of lack of parental guidance on sexual
issues were also reported by Pratt, Quaidoo, & Okigbo (2000) after conducting a cross
sectional study to determine what social factors caused risky behaviors among Kenyan
youth. It is worth noting though that African adolescents recognize that parents should
guide them, whether or not they are willing to comply with what the parents want them to
do.
The fact that the male respondents perceived that having a job, a house, and a car
might help them avoid sex but they do not have access to these resources is worth
considering. Generally, many adolescents and children from poverty stricken households
or war torn countries in Africa experience extreme hardships. Many are sold for sex trade
because of abject poverty and they grow up believing their vulnerability is due to lack of
resources. It is from such a background that a high percentage of these adolescents come
and that might be one reason for this perception. This is quite different from that of
adolescents from western or civilized countries where availability of such resources
would enhance their involvement in sex. The majority of respondents were drawn from
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refugee families settled in community centers in San Diego. They were originally
refugees in Kenya after they fled from other war torn countries, such as Somali, Sudan
and Ethiopia. Lack of access to resources seemed to be an issue which they thought,
made them very vulnerable to being involved in sexual intercourse.
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Limitations
This study has some limitations. Participants were from diverse African
backgrounds, particularly different countries of origin. Even for the participants from the
same country some may have come from different tribal groups, and each group may
have different perceptions of factors associated with sexual intercourse. There may have
been subject bias where respondents gave answers according to what they perceived the
researcher wanted from them. Self-reporting on sensitive issues was also likely to be a
limitation because of validity biases.
A convenience sampling technique was used in conducting the survey, and
therefore the findings may not be generalized to other groups or adolescents because
there is no guarantee that the participants may have truly represented the underlying
population who may never have had the chance or may have chosen not to participate in
the study. It would be worth conducting a similar study in different parts of this country
among similar populations.
Conclusion and recommendation
The results showed that African-born adolescents believed that having sex, and
wanting to be a parent were important factors in their lives, even when they felt that
contracting AIDS or a sexually transmitted disease would have negative consequences.
The teens also indicated that talking to their parents, especially their fathers, would give
them power to help control their sex drives. However, it is worth suggesting that
programs be developed to foster parental communication on this subject with their
adolescent children. This may completely facilitate decisive responses from the
adolescent when another survey is conducted. On a similar note, intervention programs
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for adolescents should increase a sense of identification of the parents with their youth.
This may positively increase the adolescents’ perceptions about their parents’ role in their
lives regarding sexuality.
Empowerment of African born adolescents through programs that make
education, information, culture, and religious faith available and accessible, may
significantly and positively affect their sex lives.
There may be a need to improve the socioeconomic conditions of Africa-born
adolescents in Southern California. This comes into focus because the survey was mostly
done on those who have moved to Southern California as refugees. Since their
perceptions, particularly males were on inadequate availability and access to housing,
jobs, and a car; it is worth looking into their living conditions. Any intervention strategies
which address issues of poverty may help in changing behavior.
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CHAPTER 5
OTHER FINDINGS
A. Introduction
This chapter contains other results of the study not presented in the previous
chapter. Results of multiple regression analysis showing the standardized regression
coefficients and Pearson correlations are contained in the first section. Characteristics of
the sexually active participants regarding condom use and discussion on the results are
presented in the second section. Interactions of the results regarding sexual intercourse
within 12 months are presented in tables and discussed in the next section. All
discussions are done in relationship to the research questions listed in Chapter One.
Standard Regression Coefficients and Pearson Correlations
Figure 5.1 shows a summary of a series of analyses that have been used in an
attempt to determine factors that are most closely associated with intentions to have
sexual intercourse among Africa born black adolescents in Southern California. A
potential problem in these analyses is that they were conducted without separating the
male and female respondents. Findings indicate that intention to have sexual intercourse
at an early age was moderately predicted by participants’ attitudes, subjective norms, and
perceived control about sexual intercourse. However, attitude and perceived control were
the strongest predictors of intention to perform AIDS risk behavior among the African
born adolescents (p= <0.01) followed by subjective norms (p^ < 0.05). Social pressure
from those held in high regard by the participants also significantly predicted their
intention to have sex at their age. This might suggest that African immigrant parents do
not discuss sexual matters with their teens. It may also mean that participants’ parents or
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guardians have problems communicating and guiding their children about sex and the
risks of having sexual intercourse at an early age. This finding is consistent with those of
Fitzgerald and Fitzgerald (1987), who reported that many African parents feel
embarrassed to discuss sexuality with their children, and in addition they have inadequate
knowledge of sexuality and are unable to initiate and maintain a conversation about the
subject.
The attitude of participants was influenced by their belief about “enjoying sex,”
which they considered as their most valued outcome; hence “enjoying sex” was the best
predictor of their attitude towards having sexual intercourse. It seems that participants
who had already had sex or intended to have sex at their age did so or intended to do so
because they believed they enjoyed or they wanted to enjoy sexual intercourse; this
positively influenced their attitude, which in turn influenced their intention to have sexual
intercourse. Rumors and bad reputation were also outcome beliefs that significantly
predicted the attitude of having sexual intercourse among African born adolescents of
their age group (p=<0.05). Approval of the peers and retaining a sexual partner had a
significant but negative association with attitude towards sexual intercourse. Feeling
good and being proud to be a parent were also outcome beliefs significantly associated
with attitude.
Peer pressure and desire to have a sexual partner also influenced participants’
desire to have sexual intercourse. A few of the outcome beliefs and normative beliefs
were strongly correlated with attitude (p= < 0.01) and subjective norm (p- < 0.05)
respectively. It is worth noting, however, that the general predictions of attitude,
subjective norm, and perceived control were not as clear as would have been desired.
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This could have been due to the respondents not clearly understanding some of the
questions. The normative beliefs about girlfriends’ opinion significantly predicted
subjective norm (p=<0.05), and were also strongly associated with the subjective norm of
having sexual intercourse (p=<0.01). This was followed by opinion of church members
and what “grandfather thinks.” The involvement of “church members” in participants’
lives seemed to have a significant effect on their intention to have sexual intercourse at
their age. In other words, involving church members in the social lives of the participants
may reduce performance of AIDS risk behavior in African born adolescents. Influences
from non-family norms were more strongly associated with the teens’ risky sexual
behaviors than the influence from the family norms. Even though perceived control was
a predictor of the intention to have sex, there was generally no significant correlation
between the perceived control and control beliefs in general. However, “being
responsible” and availability of housing had a negative but significant correlation with
perceived control (p=<0.05). Being “in touch” with the culture and television programs
had a significant but negative association with perceived control. Sharing social life with
friends also significantly predicted the perceived behavioral control (p=<0.05). Culture,
television programs, and opportunity to share social lives with friends are indeed factors
that cannot be ignored in these adolescents’ lives. The participants’ beliefs about parents’
communication and guidance regarding sexual intercourse and their motivation to comply
with the parents’ expectation did not significantly predict or correlate with subjective
norm. On the other hand, participants seemed to have desirable beliefs about the
expectations of girlfriends and are motivated to comply with these expectations.
However, in practice they do not comply.
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Findings also indicated that participants believed that there are resources available
that can help them avoid AIDS risk behaviors. Among the most influential resources
mentioned are availability of a “house,” avoiding watching “bad television programs,”
“share social life with friends,” and keeping “in touch” with their culture. Avoiding
watching bad television programs and availability of housing negatively influenced
perceived control, thus making it easy for the teens not to have intentions to avoid sexual
intercourse.
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Outcome beliefs

Attitude
Enjoy
Proud
Partner
Age mate
Get Aids
Get OtherGuilty
BadReput
Rumors
Get a baby
Feel Good

0.26**
-0.04
-0.05

-0.14
0.08
0.140.22

-0.34*
0.25*

0.12
-0.12

r
(-0.34) **
(-0.18)*
(-0.27) **
(-0.27) **
(0.02)
(0.06)
(0.10)
(-0.03)
(0.10)
(0.05)
(-0.22)*

Control Beliefs
Guide
Money
Dadtalk
Momtalk
Visit
Share
Educate
Informed
Intouch
Talkbro
Talksis
Responsible
Car
Ajob
House

P

0.06
-0.01
-0.13
0.24
0.07

-0.26*
0.29
-0.09
-0.16
-0.14

o.n

-0.26*
0.15
0.24
-0.27*

r

(-0.02)
(-0.03)
(0.02)
(0.03)
(-0.03)
(-0.05)
(-0.10)
(-0.11)
(-0.22)*
(-0.07)
(-0.03)
(-0.20)*
(-0.08)
(-0.08)
(-0.21)*

.346** (.535**)

Normative Beliefs

Father
Mother
Grandma
Grandpa
Sister
Brother
Cousin
Church
Teacher
Friend
Classmate
Girlfriend
Boyfriend
Leader
God

P

-0.15

0.02
-0.05

0.45
0.04
0.24

-0.13
-0.53 *
0.03
0.03
0.02
0.47 *

-0.09
0.07
-0.23

r

(#=0.607**)

(0.12)
(0.13)
(0.13)
(0.18) *
(0.16)
(0.17)
(0.07)
(0.03)
(0.09)
(0.14)
(0.17)
(0.24) **
(0.12)
(0.10)
(0.07)

(#=0.428*)
Intention

> Subjective---- - .44(.431*)
Norm

.314** (.523**)

►

C

Perceived
Control

*p < 0.05
**p < 0.01
***p<0 001

#-0.409

Figure 5.1. The figure above demonstrates how the theory of planned behavior model was used to show factors that
predict intention to perform sexual intercourse among African-born adolescents in Southern California. Rs are the
multiple correlations from the multiple regression analysis. The standardized regression coefficients are numbers outside
the parentheses, while Pearson correlations are numbers inside the parentheses.
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Characteristics of Respondents Regarding Condom Use
Although regression and correlation analyses regarding condom use were done on
all 135 participants, the results were insignificant. This could have been due to combining
sexually inexperienced and experienced participants in the analyses. Wise, et al. (2006)
reported that condom use, particularly attitude about condom use, subjective norm
opinions regarding condom use, and perceived control regarding condom use are
significantly associated with intentions to use condom among sexually experienced
adolescents only.
Further analyses were done on respondents who indicated that they were sexually
active. There were 49 sexually active respondents, the majority of whom were male 42
(85.7%), while only 7 (14.3%) were female. These results concur with other research
findings that African male adolescents usually begin sexual activity earlier than their
female counterparts (Gorgen, Yansane & Marx, 1998; Newcomer & Udry, 1985; Goliath,
1995 & Harvey, 1997). However, the same researchers also reported that most African
adolescent males are much more likely than adolescent females to report that they have
engaged in sexual intercourse. Results also showed that initiation of first sexual
intercourse among the African youth occurs on an average, at age 15 years (10%) with
the majority being sexually active at age 19 (34.7%) and males who are sexually active
are more likely to accurately report condom use.
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Regression Coefficients and Interactions in Condom Use
Table 5.1 shows standardized regression coefficients for subjective norms
regressed on what others think regarding participants not using condom when having
sexual intercourse, and participants’ motivation to do what others thought and their
products. Participants had a general feeling that important people in their lives wanted
them to use a condom when involved in sexual intercourse. Among the notable
significant opinions were what “mother” thinks (p<0.05), followed by what “father,”
“brother,” “teacher,” “classmate,” and “girlfriend” think (p< 0.10). There was also a
general trend of participants not wanting to do what the important people in their lives
think or believe. For example, although they felt that the important people in their lives
wanted them to use a condom they would rather not to use a condom when having sex.
Their opposite reaction was most significant when opinion came from “girlfriend”
(p<0.001), followed by “classmate” and “brother” (p<0.01), then from “boyfriend,”
“teachers,” “good friends,” “mother,” and “father” (p<0.05). The product of the two
variables was very significant on what “girlfriend” thought (p<0.01), followed by
“mother” and “classmate” (p<0.05). The interaction of this is shown in Figure 5.3.
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Table 5.1 Standardized Regression Coefficients for Subjective Norms Regressed on What
Others Think, Wanting to Do What Others Think, and Their Products

Father
Mother
Grandmother
Grandfather
Sister
Brother
Cousin
Church member
Teacher
Good Friend
Classmate
Girlfriend
Boyfriend
Religious leader
God

Multiple R
No Condom
0.39
-1.00 +
-0.96 *
0.36
0.29
-0.37
0.22
-0.18
0.24
0.45
0.45
0.35

-0.24

-0.81 +
-0.11
-0.21
-0.69 +

Wanting to do
-0.45 *
-0.50 *
-0.34

Product
0.90
0.95

-0.25
-0.27

-0.62

**

+

0.15
0.19
0.79
0.01
0.12

0.44

-0.32

-0.42
-0.34
-0.53
-0.54

0.46

-0.69
-0.89

**

0.54

-0.63 +
-0.80 +

***

0.74
1.11

0.46
0.29
0.16

-0.25
-0.20
-0.42

-0.55
-0.32

*

0.25

0.39

*
*

-0.17

0.70
0.37

0.16
0.38

+ p < .10
* p < .05
** p < .01
p < .001

As shown in Figure 5.2 below findings seem to suggest that the male respondents
do not care what their girl friends think about having sex without a condom. The more
they felt that the girlfriend did not want to be involved in sex without a condom, the more
they did not want to comply with what the girlfriends wanted.. On the other hand, there
were times when the female respondents wanted to have sex without a condom even
though the males did “not at all want to comply” and the norm for African men is “do not
use condom”. This might suggest that there are African born girls who would want to be
pregnant as they have sex with their boyfriends. This finding supports what other
researchers have reported that many girls in most African countries do not have control
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*

0.28

*
**

over their partners’ use of condoms (Akwara, Madise & Hinde, 2003). The boys usually
make the decision whether or not to use condoms and the girls feel pressured to be
pregnant to prove their fertility before marriage, hence they tend to have unprotected
sexual intercourse (Hulton et ah, 2000).
Impact of What Girlfriend Thinks and Motivation Regarding Sex
Without Condom
Motivation

Use Condom
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Have sex without condom
Condom
Normative Beliefs of Girlfriend

Figure 5.2
In reviewing the subjective norm, the respondents’ feelings of being motivated or
wanting to comply with their mothers’ opinion regarding condom use did not change
their beliefs about condom use when they (the respondents) engage in sexual intercourse
(Figure 5.3). However, when they believed the mothers wanted them to avoid sex without
a condom, the more they also indicated that they did not want to comply (Figure 5.3).
The same trend is also seen in Figure 5.4, which also shows that the opinion of subjective
norm does not significantly change beliefs of the respondents if they are motivated and
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very much want to comply” with the mothers’ beliefs about condom use.

Impact of What Mother Thinks and Motivation to Do What Mother
Thinks Regarding Sex Without Condom
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Figure 5.3

Impact of What Classmate Thinks and Motivation to Comply
Regarding Sex Without Condom
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Figure 5.4
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Interactions
Tables 5.2 and 5.3 below show findings of standardized regression coefficients
for attitudes regressed on outcome beliefs, values, and their simple products for both
genders. It is important to note from the tables that beliefs about outcomes play a larger
role in female attitude than males’. In fact none of the variables for males have as big an
impact on attitudes as do the variables for females (largest R for males = .39; females =
.69).
The multiple regression coefficients “proud to be a parent,” “get other STD,”
and “feel guilty” for female respondents were very significant at (p<0.001). The variables
were the top three predictors of female respondents’ attitudes towards sex. The multiple
regression coefficient “wanting partner to stay” and “enjoying sex” were significant at
(p<0.01) for females. Wanting sexual partner to stay and “enjoying sex” were the next
predictors of females’ attitude towards sex. Among female participants, those who
thought of being proud to be parents and would likely be valued were significant at
(p<0.01). The same respondents beliefs about “enjoying sex” as both likely and being a
valued outcome were also significant at (p<0.01) and (p<0.05) respectively.
The negative significant interaction effects were as follows: “Proud to be parent”
and “partner would stay” were significant at (p<0.01), and “enjoy sex” “feel guilty,” and
“get other STD” were all significant at (p<0.05).
Interaction analysis was done on variables which showed significant interactions
at (p<0.01) because of the significant difference in their means as was reported in
Chapter Four. For example, female respondents indicated negative significant
interactions on “proud to be a parent” and “partner would stay” (/?<0.01). When the
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outcome of being a parent was thought to be likely, there was no difference in value and
attitude attached to sexual intercourse among female teens whether or not they liked
being parents. However, when the outcome of being a parent was thought to be unlikely,
then their value and attitude towards sex changed. In other words, the female
respondents who attached high value to being parents had a more positive attitude
towards sexual intercourse when the outcome of being pregnant was unlikely but the
value of the outcome played no role when they thought getting pregnant was likely. The
females’ thoughts regarding “partner would stay” followed the similar pattern. Females
who placed a low value on having their sexual partner stay with them had a negative
attitude towards sexual intercourse when the outcome of “partner staying” was unlikely,
but those females who placed a high value on retaining their sexual partners also had a
positive attitude towards sex. Generally, as the likelihood of the outcome went up the
attitude toward sex of the females became more positive.
There was virtually no significant change in attitude regarding contracting other
sexually transmitted diseases, even when the likelihood or outcome of having the
diseases increased. In other words regardless of the value they placed on other STDs, the
outcome of having HIV/AIDS did not significantly change their attitude toward having
sexual intercourse.
It is also important to note that according to information in Table 5.3 there were
no significant beliefs about outcome, value, and interaction effects among products for
male respondents. However, “feeling guilty,” “feeling good,” and “enjoying sex” were
the three main predictors of attitude towards sexual intercourse in male participants
because their standardized regression coefficients were all significant at (p< 0.01). This
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suggests that if we want to influence the males’ attitude toward sex we would apparently
want a program to increase the likelihood that they would believe that after sex they
might feel guilty overall and that while sex might feel good and they might enjoy it those
would be short-term pleasures.
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Table 5.2 Standardized Regression Coefficients Beliefs Regarding Outcome, Value, and
their Products when Predicting Respondents’ Attitudes Toward Having Sex.
Female (n=52)
Product
Value
Multiple R
Outcome
**
*
*
*
**
-1.01
1.08 **
0.64
Proud Parent
0.69
*
0.59
0.15
-0.15
Get other STD
0.66 * * *
*
**
-0.78
0.15
1.07
Feel guilty
0.56 * * *
**
*
-1.17
0.96 **
0.66
Partner stay
0.51 **
*
**
-0.92
0.68 *
0.70
0.47 **
Enjoy sex
-0.21
0.60
0.19
Bad reputation
0.46 *
-0.18
1.26 **
0.26
Unwanted baby
0.43 *
0.47
-0.01
0.42
*
-0.05
Feel good
0.82
0.22
0.41 *
1.06
Peers accept
**
-0.61
0.86 *
0.72
0.39
Rumors spread
-0.10
0.26
0.17
0.22
Get AIDS
Note: the higher numbers on outcome mean the outcome is likely. Higher numbers on
value means the outcome is valued by the respondents.
*
**

p < .05
p < .01
p < .001
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Table 5.3 Standardized Regression Coefficients Beliefs regarding Outcome, Value,
and Their Products when Predicting Respondents’ Attitudes Toward Having Sex.
Male {n=83)
Value
Product
Multiple R
Outcome
**
0.24
0.19
Feel guilty
0.39
-0.19
0.07
0.34
Feel good
0.39 **
-0.02
0.22
Enjoy sex
0.18
0.15
0.37 **
0.24
Rumors spread
0.34 *
-0.20
0.17
Partner stay
-0.03
0.32 *
0.11
0.29
0.08
unwanted baby
0.26
0.28
-0.13
0.22
-0.01
0.29
-0.09
Proud parent
0.09
Bad reputation
0.22
-0.03
0.16
0.04
-0.08
0.21
0.25
Get AIDS
0.08
-0.91
Peers accept
-0.75
0.20
0.18
Get other STD
0.19
-0.07
0.05
Note: the higher numbers on outcome mean the outcome is likely. Higher numbers
on value means the outcome is valued by the respondents.
*

p < .05
** ^<.01
p < .001

Tables 5.4 and 5.5 show standardized regression coefficients of respondents’
perceived control when regressed on the availability of resources and the power of those
resources to help them avoid sexual intercourse. In general, the betas for beliefs about
access to and power of the resources for male respondents were either very significant or
significant except for “mother talk,
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sister talk,” and “listen to religion,” which were

insignificant. Generally the male respondent beliefs about accessibility to resources and
power of the resources to help them avoid sex at their age were significant when
compared to female respondents. Though the most significant belief among male
respondents was to “avoid bad television programs” and the betas for power of the
resources available to do so were very significant at (p<0.001), males’ beliefs about
access to those resources and products were also significant (p<0.01). Further, male
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respondents’ beliefs on “being informed,” and being “in touch with culture” as available
resources were very significant at (pO.OOl) in predicting perceived control over their
sexual intercourse, while their beliefs about access to the same resources were significant
at (p<0.01).
It is also worth noting that the male respondents’ thoughts about access to
resources like a house, parental center, sharing social life, car, and a job were
insignificant predictors of their perceived control over sex. If respondents thought they
could get a house in 12 months then they were more likely to have control over having
sex. If they already had a house, then there was more access to the available resources but
they felt they had less control on sexual intercourse. However, the same males thought
that those very resources had power to significantly predict their perceived control on
sexual intercourse (p<0.01). Like females, male respondents’ thoughts on access to and
power of “talking to their mother” to help them avoid sex at their age were insignificant.
There were also significant interactions of males thoughts regarding availability
and access to information about the consequences of having sex (p<0.01). The same
significance level was also realized for “being in touch with culture.” The patterns of
males’ responses were that those who believed they accessed information about sexual
intercourse perceived that they could also avoid having sexual intercourse. On the other
hand, males who had difficulty accessing information when availability of the
information was very difficult showed low or less perceived control over having sexual
intercourse, but their perceived control increased as necessary resources became more
easily available. Generally, as availability of resources to help prevent sexual intercourse
went up perceived control went up among male respondents. The same significance level
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was also recorded for “being in touch with culture” and “avoid watching bad TV
programs,”
The betas for beliefs about availability of resources like “being responsibility,”
“listening to matters of faith,” and “being well informed” for female respondents were
significant at (p<0.01). The female respondents believed there is availability or access to
education, matters of faith, and being expected to be responsible, but their beliefs about
these resources having power to help them avoid sex or bad behaviors were insignificant.
If a program was to be developed to enhance females’ perception of control the best
variables to concentrate on would be enhancing their sense of responsibility, the
importance of their religion, keeping them well informed about sexual intercourse and
AIDS issues, improving their housing situation, and enhancing parental guidance since
those are the best predictors of female perceived control.
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Table 5.4 Standardized Regression Coefficients Beliefs Regarding Access, Power,
and Their Products when Predicting Respondents’ Perceived Control Toward Having
Sex.
Female (53)
Product
Power
Access
Multiple R
*
**
0.36
-0.72
If I am responsible
0.50
-0.18
**
0.35
-0.22
Listen to religion
-0.69
0.50
**
*
Be well informed
-0.66
0.55
0.46
-0.49
*
-0.84
Get a house
0.46
0.25
0.3
*
*
0.42
Parental guidance
0.45
-0.56 *
-0.48
*
-0.32
-0.13
0.42
0
Get car
*
*
0.74
-0.78
0.41
-0.51
Get a job
*
0.1
Strong in religion
0.41
0.08
-0.35
*
0.36
-0.55
0.40
-0.39
Bad TV programs
*
-0.67
0.59
-0.35
Father talk
0.39
0.46
Proper education
-0.45
-0.55
0.39
0.17
0.34
-0.25
-0.23
Parenting center
0.5
-0.41
0.53
Share social life
0.33
0.19
-0.34
-0.26
Get money
0.31
0.24
-0.39
Talk with brother
-0.28
0.31
0.05
-0.21
0.30
-0.22
Touch with culture
0.35
-0.48
Talk with sister
0.30
-0.25
0.1
-0.26
Mother talk
-0.03
0.20
Note: the higher numbers on access mean greater access. Higher numbers on power
means the resource is thought by the respondents to have more power.
*
p < .05
** p < .01
p < .001
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Table 5.5 Standardized Regression Coefficients Beliefs Regarding Access, Power, and
Their Products when Predicting Respondents Perceived Control Toward Having Sex.
Male (82)
Product
Multiple R
Power
Access
**
*
*
*
*
*
*
**
-1.27
0.77
Bad TV programs
0.49
0.99
**
**
**
***
-1.31
0.43
0.77
0.90
Touch with culture
**
**
Parenting center
0.24
-0.05
0.42
0.14
**
**
-0.42
Share social life
0.42
0.54
0.36
**
*
*
*
**
**
-0.12
0.74
Be well informed
0.42
0.78
**
***
-0.67
0.38
If I am responsible
0.42
0.66
**
**
**
-0.74
0.42
0.72
Get a house
0.38
*
**
**
-0.78
0.37
0.60
0.59
Proper education
**
0.32
-0.45
Get car
0.56
0.37
*
*
Parental guidance
0.34
0.21
-0.19
0.36
*
*
Get money
0.46
-0.51
0.35
0.47
*
**
-0.57
Get a job
0.35
0.55
0.44
*
*
*
**
Talk with brother
-0.79
0.33
0.52
0.67
*
*
Father talk
0.47
0.32
-0.71
0.56
*
*
-0.52
Strong in religion
0.32
0.55
0.3
-0.28
Mother talk
0.4
0.31
0.25
*
*
-0.52
0.42
0.49
Listen to religion
0.31
*
*
-0.72
0.41
Talk with sister
0.5
0.28
Note: the higher numbers on access mean greater access. Higher numbers on power
means the resource is thought by the respondents to have more power.
*
p < .05
** p < .01
* * H=
p < .001
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CHAPTER SIX
Conclusions and Recommendations
Conclusion
The results of this study demonstrated that the attitude of African born
adolescents living in Southern California towards sexual intercourse predicted their
intention to have sex because they want to enjoy it even with the knowledge of the
presence of HIV and AIDS. Any HIV/AIDS prevention intervention developed for these
groups of people focusing on providing health information to improve cultural belief
would be difficult and possibly ineffective.
Males in this study were generally reluctant to or rarely used condoms when
having sex. Their attitude towards condom use was negative. Furthermore, the females
did not seem to have the power to negotiate for condom use while engaged in sexual
intercourse with their sexual partners. Although the results showed that more males than
females engaged in sexual intercourse, some females who engaged in sex seemed to do
so with the intention of having babies. These results concur with findings that have been
reported about African adolescents’ risky behavior in Africa (Hulton, Cullen, &
Khalokho 2000; MacPhail & Campbell, 2001). This suggests that the attitude of African
youth towards having sex or using a condom was not affected by their geographical
location or migration to the United States. The cultural belief that African men are the
decision makers on sexual matters and condom use still permeates the minds of African
born adolescents even if they have settled in the United States.
The Africa born adolescents who participated in the study only had a high school
reading and comprehension level. Because of this, virtually all participants were guided
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into answering the majority of questions in the survey. Most of this guidance related to
explaining questions. When compared to males, females were more careful about
releasing full or accurate information to some very personal questions on sexuality. It
was therefore necessary as much as possible to separate males from females while
conducting the survey. In one mosque, girls who had agreed to participate in the study
had been separated in a hidden place while the boys were left in the open. Even though
the survey never took place at that site, it was evident from information received later that
the girls were never open and comfortable taking the survey at the same time and in the
same room with male participants.
Recommendation
There is an urgent need to properly educate and train African born youth and
peers to provide an effective HIV/AIDS education program that will take into account an
approach of instilling positive values in the culture. Building in peer education for the
prevention of sexual intercourse at an early age into certain prevention programs will
make the health education program more accessible and will allow debate and negotiation
of messages and behaviors, leading to the development of new collective behavioral
norms rather than just seeking to convince individuals to change their own behavior.
Programs should be developed to enhance females’ perception of control over
decisions to use a condom or avoid sexual intercourse at an early age. The best variables
to concentrate on should be enhancing their sense of responsibility, importance of their
religion, keeping them well informed about sexual intercourse and AIDS issues,
improving their housing situation, and enhancing parental guidance.
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Programs should also be developed to influence the males’ attitude toward sex. The
program should focus on increasing the likelihood that African born adolescent males
would believe that they are vulnerable and that there are negative consequences of having
sex at their age; while sex might feel good and they might enjoy it those would only be
short-term pleasures.
The results of this study suggest that programs should be developed to seek to
foster parenting communication and that may have positive influence in reducing the
adolescents’ engagement in risky sexual behaviors that can lead to AIDS. They need to
be trained to communicate clearly their expectations about sexual intercourse and other
behaviors that put them at risk for HIV/AIDS. On a similar note intervention programs
for adolescents should also increase a sense of identification of parents with their youth.
Parental guidance is very important in shaping the behavior of their children.
It is worth suggesting that programs be developed to foster parenting
communication about sexuality with their adolescent children. This may facilitate
decisive responses from the adolescent when another survey is conducted. On a similar
note, intervention programs for adolescents should increase the sense of identification of
the parents with their youth. This may positively increase the adolescents’ perceptions
about their parents’ roles in their lives regarding sexuality. Empowerment of African
born adolescents through programs that make education, information, culture, and
religious faith available and accessible may significantly and positively affect their sex
lives.
There is an urgent need to improve the socioeconomic conditions of the Africa
bom adolescents in Southern California. This comes into focus because the survey was

94

mostly done on those who have moved to Southern California as refugees. Since their
perception was that their living conditions, especially regarding housing, made them
more vulnerable to risk behaviors, any intervention strategy which addresses issues of
poverty may help in changing behavior.
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Appendix A: Focus Group Questions on Outcome, normative, and control beliefs.
A: Condom use
Behavioral outcomes
1. If you were to have sexual intercourse without using condom, what good things
might happen?
2. If you were to have sexual intercourse without using condom, what bad things

might happen?
3. Are there outcomes that you can think of after having sexual intercourse without

using condom?
Normative Beliefs
1. Are there any particular people who would approve you having sexual intercourse
without condom?
2. Are there any particular people who would not approve you having sexual

intercourse without condom?
3. Are there other people you can think about who may or may not approve of you

having sexual intercourse without condom?
Control beliefs
1. When you think of having sexual intercourse using a condom, what resources or
opportunities would you need?
2. What resources or opportunities do you lack that might prevent you from having

sexual intercourse using a condom?
3. Is there anything else that might hinder or help you engage in the sexual
intercourse using a condom?
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B: Multiple sexual partners
Behavioral outcomes
1. If you were to have sexual intercourse with multiple partners, what good things
might happen?
2. If you were to have sexual intercourse with multiple partners, what bad things
might happen?
3. Are there outcomes that you can think of after having sexual intercourse with
many partners?
Normative Beliefs
1. Are there any particular people who would approve you having sexual intercourse
with multiple partners?
2. Are there any particular people who would not approve you having sexual
intercourse with multiple partners?
3. Are there other people you can think about who may or may not approve of you
having sexual intercourse with multiple partners?
Control beliefs
1. When you think of having sexual intercourse with multiple partners, what
resources or opportunities would you need?
2. What resources or opportunities do you lack that might prevent you from having
sexual intercourse with multiple partners?
3. Is there anything else that might hinder or help you engage in the sexual
intercourse with multiple partners?
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C: Early age
Behavioral outcomes
1. If you were to have sexual intercourse at your age (to prove fertility), what good
things might happen?
2. If you were to have sexual intercourse at your age (to prove fertility), what bad
things might happen?
3. Are there outcomes that you can think of to prove fertility after having sexual
intercourse at your age?
Normative Beliefs
1. Are there any particular people who would approve of you having sexual
intercourse at your age?
2. Are there any particular people who would not approve you having sexual
intercourse at your age?
3. Are there other people you can think about who may or may not approve of you
having sexual intercourse now?
Control beliefs
1. When you think of having sexual intercourse at your age what resources or
opportunities would you need to help you do the behavior?
2. What resources or opportunities do you lack that might prevent you from having
sexual intercourse at your age?
3. Is there anything else that might hinder or help you engage in the sexual
intercourse at your age?
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Diego

This study was reviewed and approved administratively on behalf of the IRB. This decision includes the
following determinations:
1. Risk to research subjects: Minimal
2. Approval period begins 09/26/2005 and ends 09/25/2006.
3. Stipulations of approval are: Approval limited to Stage One pending submission of quantitative
survey and recruitment/consent materials for IRB review of Stage /
Two.

Consent Form
If a written consent form is required, approval will be indicated by the affixed IRB approval stamp. This
now becomes your official consent form for the dates specified and should be used as a master for
making the necessary copies.

Adverse Events / Protocol Changes
The IRB should be notified in writing of any modifications to the approved research protocol. All adverse
effects, anticipated or not, should be reported to the IRB: serious events should be reported within seven
days; all others within 15 days.

Protocol Review
To assure uninterrupted approval of this project, you are required to complete and return a status report
at least two weeks prior to the approval end-date indicated above. (See http://research.llu.edu - select
"IRB Tools for Investigators", then "Research Report Form.") In addition to requesting a renewal, you
may also use the Research Report Form to close the study.

Records
All records relating to this project, including signed consent forms, must be kept on file for three years
following completion of the study.
Please note the Pi's name and the OSR number assigned your IRB application (as indicated
above) on any future communications with the IRB about this project. Direct all communications
to the IRB do the Office of Sponsored Research.
Thank you for your cooperation in LLU's shared respor\sibility for the ethical use of human subjects in research

Signature of IRB Chair/Designee:.
loma Linda University Adventist Health Sciences Center holds Federalwide Assurance (FWA) No. 6447 with the U.S. Office for Human Research Protections, and the
IRB registration no. is IRB000003S3. This Assurance applies to the following institutions: Loma Linda University, Loma Linda University Medical Center (including Loma
Linda University Children's Hospital, LLU Community Medical Center), Loma Linda University Behavioral Medicine, and affiliated medical practices groups.
IRB Chair:
Rhodes L. Rigsby, M.D., MBA
Department of Medicine
(909) 558-2341, rngsby@ahs.ilumc.edu

IRB Administrator:
Linda G. Halstead, M.A., Director
Office of Sponsored Research
Ext. 43570, Fax 80131, lhalstead@univ.liu.edu
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IRB Specialist:
Obed B. Rutebuka, PhD, MSPH
Office of Sponsored Research
Ext. 87130, Fax 80131, orutebuka@univ.llu.edu

Appendix D: Request for Expansion of Research Area and Extension of Duration
IRB Change Request - 55220 - Expand the recruiment to include other communities in So...

INSTITUTIONAL REVIEW BOARD

1 OSR# 55220 1

CHANGE REQUEST FORM

Printed: 1/23/2006 10:09:26 AM
OFFICE OF SPONSORED RESEARCH >11188 Anderson Street • Loma Linda, CA 92350
(909) 558-4531 (voice) • (909) 558-0131 (fax)

Principal Investigator:
Department:
Protocol Title:

Modeste, Naomi N
Health Promotion & Education
Factors associated with AIDS risk behaviors of African born adolescents in
San Diego
Current Approval Period: 9/26/2005 to 9/25/2006
Current Stipulations:
Approval limited to Stage One pending submission of quantitative survey and
recruitment/consent materials for IRB review of Stage Two.
I. CHANGE REQUEST DUE TO:
S Initiated by local (LLU) Investigator.
II. PROTOCOL CHANGES:
a. Summary: Expand the recruiment to include other communities in Southern California.
b. Classification of significant changes:
SUBJECTS
Exclusion/inclusion criteria: Other areas in addition to San Diego. The criteria remains the
same
justification:
ADMINISTRATIVE
Changes to approved list of investigators:
Change study title to: Factors associated with AIDS Risk Behavior of African Born
Adolescents Living in Southern California.
c. Change does not involve an updated Investigator's brochure or supplement.
III. INFORMED CONSENT CHANGES:
a. Change to informed consent process? Yes, The only change will be in the title and procedure
area that lists living in San Diego. A revised form is attached.
b. Change to informed consent document? Yes
c. Subjects will be re-consented? No, Subjects already enrolled are continuing to complete the
survey in San Diego, but sufficient subjects are not enrolled there to meet the target
number.
IV. CHECKLIST OF ITEMS TO INCLUDE:
□ Revised consent document is attached, with a copy highlighting requested changes.
"I accept responsibility for the factual content of this report and am available for discussion if additional
questions are raised."

/

/ ~ '*2. m> •

-

_______________

Date (information provided as of this date)

Signature' of Principal Investigator

Please return form, together with the appropriate attachments, to: Office of Sponsored Research
OFFICE USE ONLY____________________ __ ____________ _____ __________ ______ _____ _____ ____ ___ ___
INSTITUTIONAL REVIEW BOARD ACKNOWLEDGEMENT and REPORT TO PRINCIPAL
INVESTIGATOR.
Ej Change Report is accepted as submitted. Summary will appear in Research Report at conclusion of
approval period.
0 Further information required, as follows:________________________________________________ _
□ PI needs consultation with IRB chair.
0 Amendment requires full board review. Please submit 23 copies of this report to the IRB to be scheduled
on the agenda.

http://research.llu.edu/ChangeRequest_FormPrint.asp
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Appendix E: Approval Notice for Extension from IRB

INSTITUTIONAL REVIEW BOARD

OSR #

55220 ]

Extension Requested ■ Approval Notice (Expedited)
OFFICE OF SPONSORED RESEARCH ‘11188 Anderson Street • Lome Linda, CA 92350
(909) 558-4531 (voice) • (909) 558-0131 (fax)

To:

Modeste, Naomi N

Department:

Health Promotion & Education

Protocol:

Factors associated with AIDS risk behaviors of African born adolescents in
Southern California.

Your request to extend the protocol indicated above has been reviewed administratively.
Extension request:

Approved.

Risk to research subjects: Minimal
Approval period begins

08/24/2006 and ends 08/23/2007.

Current Stipulations:

Approval limited to Stage One pending submission of quantitative
survey and recruitment/consent materials for IRB review of Stage Two.

Consent Form
If this study was approved on the condition that a consent form is required AND subjects are still being
enrolled, a clean master of the consent form needs to be provided for the purpose of obtaining the IRB
authorized stamp showing the new project period dates. This will become your OFFICIAL consent form
for the dates specified and should be used as the new master for making copies to give prospective
subjects.
|

| Please provide a clean consent form for an updated authorized stamp.

|

| Master consent form with up-dated authorized stamp is enclosed.

| y/ Updated consent form not required.
|

| Approval limited to data analysis or follow-up of currently enrolled subjects only.

IRB Communications
Please continue to notify the IRB in writing of any modifications or adverse events relating to the
approved research protocol. Your assistance in providing the Pi's name and the protocol's OSR # on all
communications with the IRB about this project will expedite necessary communications.
Thank you for your cooperation in LLU's shared responsibility for the ethical use of human subjects in
research.

Signature of IRB Chair/Designee:

Loma Linda Universily Adventist Health Sciences Center holds Federalwide Assurance (FWA) No. 6447 with the U.S. Office for Human Research Protections, and the
IRB registration no. is IRB00000383. This Assurance applies to the following institutions'. Loma Linda University, Loma Linda University Medical Center (including Loma
Linda University Children's Hospital, LLU Community Medical Center), Loma Linda University Behavioral Medicine, and affiliated medical practices groups.
IRB Chair:
Rhodes L. Rigsby, M.D., MBA
Department of Medicine
(909) 558-2341, rrigsby@ahs.llumc.edu

IRB Administrator:
Linda G. Halstead, M.A., Director
Office of Sponsored Research
Ext. 43570, Fax 80131, lhaistead@univ.llu.edu
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IRB Specialist:
Obed B. Rutebuka, PhD, MSPH
Office of Sponsored Research
Ext. 87130, Fax 80131, orutobuka@univ.llu.edu

Appendix F: Questionnaire for participants
Questions about behaviors of African teens in San Diego
Below are a number of questions. The first sets of questions ask general infonnation about you, but most are about having
sexual intercourse at your age and the use of condom. Many of these questions have a scale next to or below them that
might look something like this:
/plan not to have sexual intercourse until 1 am married. Strongly disagree Dj Di Dj Dj Dj D6

strongly agree

Each time you see one of these scales put a check mark in one of the seven boxes. For example, in the scale above if you
strongly disagree not to have sex before marriage the answer will be shown below
/ plan not to have sexual intercourse until I am married. Strongly

□gD? strongly agree

Or if you slightly agree not to have sex before marriage then you may check box 5 as indicated below
/ plan not to have sexual intercourse until l am married. Strongly disagree Dj Ch Dj Ch BjDd Ch strongly agree

Please take your time, answer the questions at your pace and try to answer all questions. Feel free to ask the supervisor for
assistance if any question is not clear to you. Thank you.
1. How old are you?
Less than 15 years
15 years
□2
16 years
□3
17 years
□4
18 years
□5
19 years
□6
More than 19 years
□7
2. What is your gender?
Male
Female
□2
3. In what country in Africa were you born?

9. How often have you had sexual intercourse
within the last twelve months?
Never
□,
Once
□2
Twice
□3
Three times
□4
Four times
□3
Five times
□<>
More than five times
□7
10. How often have you had sexual intercourse
without using condom?
□i
Never
Once in a while
□2
About half the time
□3
Most of the time
□4
Every time
CI5
Having sexual intercourse in the next twelve months is:

□

□.

4. How long have you stayed in San Diego?
__________ years
5. How long have you been in the United States of
America?
_________ years
6. What is your religion?
Catholic
□1
Moslem
□2
Protestant/Christian
□3
Other__________________ .
□4
7. What is your level of education?
Elementary
Junior High
□2
High school
□3
College
□4
Other___________________ .
Section A. Your sexual behavior and beliefs

11. bad

□1n2n3n4n5n6n7 good

12. risky

□jDzn.iDjDsnfiD? notrisky

13. harmful □[CTEI^CIUnslIlGlI]? beneficial
14. foolish
wise
Having sexual intercourse without a condom is:

15. bad

16.
17.
18.
10.

□,

□5

□.□.□jaDjan? good

risky
□iDnDjDilllslIlfitll? notrisky
harmful □lEZFCJ.-iIIhDsnGn? beneficial
foolish □ i □TnjDtiDsDci—1? wise
1 intend to use a condom any time I have sexual
intercourse
extremely
extremely
unlikely
□ 1 DiDj eh □.‘>□6 D7 likely

20.1 will try to use a condom when I have sexual
intercourse
definitely
definitely
false
□ 1 Dj Dj ^4 Ds Os CI7 true

8. Have you ever had sexual intercourse ?
Yes
□1
No
□2
If No then skip to question number 11
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Quasliorfs about behaviors of African teens in San-Dicgo

A

Below are a number of questions. The first sets of questions ask general information about you, but most are about having
sexual intercourse at your age and the use of condom. Many of these questions have a scale next to or below them that
might look something like this:
/plan not to have sexual intercourse until I am married. Strongly disagree □, Dj Dj Dj Ds □<; □? strongly agree
Each time you see one of these scales put a check mark in one of the seven boxes. For example, in the scale above if you
strongly disagree not to have sex before marriage the answer will be shown below
I plan not to have sexual intercourse until I am married. Strongly disagree 0, □:□ j Ch Ch DsDt strongly agree
Or if you slightly agree not to have sex before marriage then you may check box 5 as indicated below
7plan not to have sexual intercourse until I am married. Strongly disagree Di Dj Dj □,» BjCHk
strongly agree
Please take your time, answer the questions at your pace and try to answer all questions. Feel free to ask the supervisor for
assistance if any question is not clear to you. Thank you.
1. How old are you?
Less thanl 5 years
□1
15 years
□2
16 years
□3
17 years
□4
18 years
□5
19 years
□6
More than 19 years
□7
2. What is your gender?
Male
Female
□2
3. In what country in Africa were you born?

□,

4. How long have you stayed in Southern California?
__________years
5. How long have you been in the United States of
America?
_________years
6. What is your religion?
□1
Catholic
Moslem
□2
Protestant/Christian
□3
□4
Other_____________
7. What is your level of education?
Elementary
□1
Junior High
□2
High school
□3
College
□4

□5

Other________________ .

9. Flow often have you had sexual intercourse
within the last twelve months?
Never
□,
Once
□2
Twice
□3
Three times
□4
Four times
□5
□s
Five times
More than five times
□7
10. How often have you had sexual intercourse
without using condom?
□i
Never
Once in a while
□2
□3
About half the time
□4
Most of the time
Every time
□s
Having sexual intercourse in the next twelve months is:
11. bad
□
good
12. risky
□
notrisky
13. harmful □iDiDjD.ilIlslIlsCb beneficial
14. foolish □jDjDaQtDsClen? wise
Having sexual intercourse without a condom is:
15. bad
□1n2n3Qlnsa6c]7 good
16. risky
notrisky
17. harmful □^□iQilIlslIleO; beneficial

is. foolish

□1n2n3n4n5a6n7 wise

19. I intend to use a condom any time I have sexual
intercourse
extremely
extremely
unlikely □1n2D3 ^4 DsOf, Qt likely

Section A. Your sexual behavior and beliefs
8. Have you ever had sexual intercourse ?
Yes
No
□2
If No then skip to question number 11

□.

20.1 will try to use a condom when I have sexual
intercourse
definitely
definitely
false
□ 1 D2 D3 CH4 tils Os C-17 true
Lorn a Utties Untvemty
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21.1 plan not lo use a condom when I have sexual
intercourse
strongly
strongly
disagree □, □: Dj Dj D7 agree
22.1 intend to have sexual intercourse in the next
twelve months
strongly
strongly
disagree □, Ch UK Dj Ds Dr,
agree
23.1 will try to have sexual intercourse in the next
twelve months
definitely
definitely
false
□ .□zCVaDsDcDT true
24.1 plan not to have sexual intercourse in the next
twelve months
strongly
strongly
disagree Di □;> [H3 Dj D, □& □? agree
25. Most people who are important to me think that
a) I should not Di Dj III3 Ch
CM should
have sexual intercourse within the next twelve
months
b) I should not
Oz Os 04 Os □& n7 1 should
use condom when having sexual intercourse
26. It is expected of me that I will use condom when
a) I am having sexual intercourse in the next twelve
months
extremely
extremely
unlikely OiOiO} CI4 DjO^ 07 likely
b) It is expected of me that I have sexual intercourse
in the next twelve months
extremely
extremely
unlikely □|□2□3□4□5□r, Oz likely
27. The people in my life whose opinions 1 value would
disapprove □idz Cb CI5 □(, C]7 approve
of my having sexual intercourse in the next twelve
months
28. The people in my life whose opinions I value would
disapprove ChDzCNCbCl.-iCloCb approve
of my having sexual intercourse without using
condoms
29. For me to use a condom when having sexual
intercourse would be
difficult di □zdsCbCIsCleC]'? easy
30. For me to initiate sexual intercourse in the next
twelve months would be
difficult
easy
31. If 1 wanted to I could use a condom when having
,.
sexual intercourse
definitely falsed^A^dAdMefinitely true
32. If I wanted to I could have sexual intercourse in the
,
,
next twelve months
definitely false
definild^u^

33. How much control do you believe you have over
using a condom when having sexual intercourse
no control D-Dz Qj [II4 □5
complete control
34. It is up to me whether or not to use a condom when
having sexual intercourse
strongly
strongly
disagree □|□2□3□4□5□6□7 agree
35. It is up to me whether or not to have sexual
intercourse in the next twelve months
strongly
strongly
agree
disagree
Section Bj: Outcomes
How likely is each of the following outcomes to happen
if you have sexual intercourse in the next twelve
Definitely
Definitely
months
Won’t happen....... would happen
1. Di CL CI3 CC CI5 Of, Oz
I would enjoy it
1 would be proud to be a
2. Oi O2 O3 O4 O5 Of, Q7
a parent
My sexual partner would 3. di d2 d3 d4 d5 d6 d7
be more likely to stay with me
I would be more accepted 4. di dzdzdddsd^dT
by my age mates
5. d[ dz d3 d4 ds df, d7
I would get AIDS
I would get other
6. d1d2d3d4d.,df,d7
Diseases
7. d) d2 d3 dd dj dfi d7
I would feel guilty
I would have bad reputation 8. di d2 d3 d4 d5 d6 d7
9. di d2dz dd dj dsd7
Rumors would spread
about me
I would get an unwanted 10. d( d2d3d4d3d6d7
baby
I would feel good because 11. di d2 dz dd d3 df, d7
I have done the same thing as my friends
Section B2: Outcomes
How likely is each of the following outcomes to happen
if you have sexual intercourse without condom?
Definitely
Definitely
Won’t happen,
.would happen
1. di dzdsdd d3 dfi d7
I would enjoy it
2. dj d2 d7 dd d3 d(, d7
I would be proud to be a
,,
My sexual partner would
, Sta-> ."’11 nlL
,
I would be accepted
,
^ ^ "^es
T
.,
,
I would get other
..
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3.
4. dj d2 dz dd d3 d(3 d7
5. d) d2 d3 dd dj d(; d7
6. di d2 dz dd d3 df d7

I would feel guilty
7. Oi Oi Qj
0$ EDfiI?
I would have bad reputation 8.
Q4 Dj
Rumors would spread
9. CDi [II2
D4 Dj Of, 1ZI7
about me
I would get an unwanted 10. Di □: Dj
Dj Do □?
baby
I would feel good because 11. □, Di Dj Dj Dj Do ^7
I have done the same thing as my friends
Section Cp Value
If you were to have sexual intercourse in the next
twelve months how good or bad would the following
outcomes be for you?
Extremely
Ext remely
Good
Bad...........

Getting an unwanted 10. Di
baby
Feeling good because 11. Di Dt
^4 Dj Da O?
I have done the same thing as my friends
Section Dp What others think
What does this person believe about you having sexual
intercourse in the next twelve months?
I should not.
I should
Father
1.
Mother.
2.
Grandmother.
3.
Grandfather.
4.
Sisters.
5.
6.
Brothers.
Cousins.
7.
Church members
8.
9.
Your teacher.
Good friends
10.
11.
Your classmate.
12.
Your girl friend.
Your boy friend.
13.
Your religious leader 14.
God
15.

Enjoying it
1. d| dfi dfi d4 dfi do dfi
Being proud to be a
2. d 1 dfi dj dfi dj do dfi
parent
My sexual partner
3. di dfi dj dfi dj do dfi
staying with me
Being accepted
4. di dfi dfi dj dj dfi dfi
by my age mates
Getting AIDS
5. d 1 dfi dfi dj dj do dfi
Getting other diseases 6 d, di dj dfi d5 dr, d7
Feeling guilty
7. d[ dfi dj dfi dj dfidfi
Having bad reputation 8. d| djdj d4 d5 dfidfi
Rumors spreading
9. d| dj dj dj dj dfidfi
about me
Getting an unwanted 10. d| dfi dfidfi dj dfi d7
baby
Feeling good because 11. d, dfidjdjdfidfidfi
I have done the same thing as my friends

□1CU2 dj [D4 Dj □(-, [H7
[Di CIIt Dj CII4 [ZI5 II](i [U7

□[ lDt [H3 [H4 [H5 IZlfi CI17
D) O2 dj d4 ds df, d7
di di dj d4 ds dj; d?
di d2 dj CZI4 ds dfi d7
dj dj dj d4 dj dfi d7
d 1 d2 dj d4 dj dg
Di D: D.i D4 dj dfi d7
dj da dj d4 d5 df, d7
d] d2 dj d4 dj dfi d7
dj d2 dj d4 dfi dfi d7
dj d2 dfi d4 dfi dfi d7
dj d2 dfi d4 dj dfi d7
d] di dfi d4 dj dfi dfi

Section Di: What others think
What does this person believe about you having sexual
intercourse without using condom?
.1 should
should not.
1.
d| dj dj dfi dj dfi dfi
Father
dj dfi dj dfi dj dfi dfi
Mother.
2.
dj dfi dj dfi dj dfi dfi
Grandmother.
3.
4.
d, d2 dfi dfi dj dfi dfi
Grandfather.
d] dj dj dfi dj dfi dfi
5.
Sisters.
d, dfi dj dfi dj d6 a,
Brothers.
6.
d 1 dfi dj dfi dfi dfi Q7
Cousins.
7.
d 1 dj dj dfi dj dfi dfi
Church members
8.
Your teacher.
9.
d( di dj dfi dj dfi dfi
d, di d3 dfi dfi dfi dfi
Good friends
10.
dj d^ dj dfi dj dfi dfi
Your classmate.
11.
Your girl friend.
12.
d,d, dfi dfi di dr, dfi
d,di dj dfi dj dfi dfi
Your boy friend.
13.
d, dfidfi dfi dfi d() dfi
Your religious leader 14.
God
d,d, dfi dfi dj dfi dfi
15.

Section C2: Value
If you were to have sexual intercourse without using
condom how good or bad would the following outcomes
be for you?
Extremely
Extremely
Bad.........
.Good
Enjoying it
1. d 1 dfi dj dfi dj dfi dfi
Being proud to be
2. d| dfi dj dfi dj dfi dfi
a parent
My sexual partner
3. d 1 di dj dfi dfi dfi dfi
staying with me
Being accepted
4. d | dj d., dfi dj dfi dfi
by my age mates
Getting AIDS
5. d 1 dfi dj dfi dj dfi dfi
Getting other diseases 6. did; dj d4 d5 d6 d7l
Feeling guilty
7. d] dfi dj dfi dfi dfi dfi
Having a bad reputation 8. d, dfi dj d4 dfi df, d7
Rumors spreading
9. ij| di dj dfi dj df, Ufi
about me
Loma Linda Univefsily
Adventist Health Sciences Center
Institutional Review Board
crTVoid after c,\yAy<=0^
Approved
tf
Chair

120

Section E!
Section Fj
Regarding having sexual intercourse, how much do you
It would make it ( much difficult or much easier) for me
want to do what this person thinks you should do?
to avoid having sexual intercourse in the next twelve
not at all.........................................................
muchget the following
months very
if I could
much
much
Father
1.
□ i O2 CI3 D4 D5 Do D7
difficult.
.easier
Mother.
2.
D1 Dj D3 Dj Ds
Grandmother.
3.
□ I □; D3 □.> Dj □(,
Guidance from parents
1.
Di 02 Dj D4 Dj Do D7
Grandmother.
4.
□1D2D3D4D5Df,D7
2.
Money
□ 1 D2 Dj D4 Dj Do D7
Sisters.
5.
□1D2 D3 n4 Dj Df, D7
Father to talk to me
3.
Di D2 Dj D4 Dj Do D7
Brothers.
6.
□ 1 D2 O3 D4 D5 Df, D7
about sex
Cousins.
7.
D [ D7 D3 D4 Oj Do D7
Mother to talk to me
4.
Dj D2 Dj D4 Dj Df, D7
Church members
8.
D, DiDjDjDs DftD,
about sex
Your teacher.
9.
D1 D2 D3 D4 Dj Do D7
If I would visit the
5.
D, D2 Dj D4 Dj Dj D7
Good friends
10.
parenting centers
D) D2 D3 D4 D5 Do D 7
Your classmate.
11.
D| D2 D3 D4 Dj Do D7
Share my social life
6.
D102 Dj D4 D j Df, O7
Your girl friend.
12.
D1 D2 O3 D4 Dj Do Dj
with friends
Your boy friend.
13.
Dj D2 D3 D4 D5 Do D7
Proper education
DI 02 Dj 04 Dj Dj D7
7.
Your priest.
14.
□1 D2 Dj D4 Dj Do D7
Being well informed
8.
D| D2 Dj D4 Dj Dfi D7
God
15.
D1 D2 Dj D4 Dj Do D7
Di D2 Dj D4 Dj DC D7
Be more in touch with
9.
Police
16.
D1 D-i Dj D4 D5 Do D2
my culture
Peers (age mates)
17. Di DjDjD.Dj DoDj
D | Dj Dj D4 Dj Dg D7
Talk with brothers
10.
Sugar daddy/ mummy
18. D| D2D3D4D5 Do07
about sex
Talk with sisters
11.
D| D2 Dj D4 Dj Df, D 7
about sex
Section E2
12.
Be responsible
Ol D2 Dj D4 Dj Dj D7
How much do you want to do what this person thinks
Listen to what the
you should do regarding using a condom when you have
Church/religion says
D| D2 Dj 04 Dj Dj D7
13.
sexual intercourse?
Get a car
14.
D| D2 Dj D4 Dj Dj D7
very much
not at all
Get a job
D| D2 Dj D4 Dj Dj D7
15.
Father
Di D2DjD4Dj DjDj
Get a house
16.
DI
Dj Dj D4 Dj Dj Dj
Mother.
2.
Di D2 Dj D4 Dj Dj Dj
Be strong in my
17.
D1 Do Dj D4 Dj Dj Dj
Grandmother.
3.
Di Dj Dj D4 Dj DjDj
religious beliefs
4.
Grandmother.
DI Do Dj D4 Dj DjDj
Avoid watching bad
Dl D2 Dj D4 Dj DjDj
18.
Sisters.
5.
DiDoDj D.DjDjDj
Television programs
Brothers.
6.
Dl D2 Dj D4 Dj Dj Dj
Section F2
7.
Cousins.
DI D2 Dj D4 Dj Dj Dj
It vvould make it (much difficult or much easier) for me
8.
Church members
□l Do Dj D4 Dj Dj Dj
to use a condom when having sexual intercourse if I
Your teacher.
9.
DI Do Dj D4 Dj DjDj
could get the following :
Good friends
10.
D| Do Dj D4 Dj Dj Dj
much
much
Your classmate.
11.
Dl D2 Dj D4 Dj Dj Dj
.easier
difficult,
Your girl friend.
12.
D[ DoDjDjDjDjDj
Your boy friend.
13.
D| a203 D4DjDjDj
1.
D1 Do Dj 04 Dj Dj Dj
Guidance from parents
14.
Your priest.
D| D2 Dj D4 Dj Dj Dj
Money
2.
D1 D2 Dj D4 Dj Dj Dj
God
15.
Di Do Dj D4 Dj Dj Dj
Father to talk to me
D1 D2 Dj D4 Dj Dj Dj
3.
Police
16.
DiDoDjD.DjDjDj
about sex
Peers (age mates)
17.
D,DoD,D4DjDf,a7
Mother to talk to me
4.
D1 D2 Dj D4 Dj Dj Dj
Sugar daddy/ mummy 18.
D,DoDjD4DjDjD7
about sex
Dl D2 Dj D4 Dj Dj Dj
If I would visit the
5.
parenting centers
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Share my social life
with friends
Proper education
Being well informed
Be more in touch with
my culture
Talk with brothers
about sex
Talk with sisters
about sex
Be responsible
Listen to what my
Church/religion says
Get a car
Get a job
Get a house
Be strong in my
religious beliefs
Avoid watching bad
television programs

6.

□ i CI2 Dj CI4 ds dt dv

7.
8.

9.

d| d-> d,i dj dj df, d7
d1d2d3d4d5d0d7
dj d2 d3 di Dj do d7

10.

d| di d3 d4 d3 do d7

11.

d| do d3 d4 d3 Do d7

12.
13.

d,d2n3d4 djdod,
d [ d2 d3 d4 d3 do d7

14.
15.
16.
17.

d[ dT d3 d4 d3 d(J d
d.dadjd.djdfid
di d2 d3 d4d3 d(,d
dj d2 d3 d4 d3 d<; d7

18.

d, d2 C3 d4 d5d0d7

Get a house
Be strong in my
religious beliefs
Avoid watching bad
television programs
Be more in touch with
my culture

17.

0102030405^607

18. 0[ D2O3O4 Os OfiO?
19. d1d2d3d4d3d6d7
20.

d[ d2 d3 d4 d3 d<3 d7

Section G2
Regarding my having sexual intercourse without using
a condom lean:
strongly
Strongly
... agree
Disagree.
Get guidance from parents 1. d, d2 d3 d4 d5 d6 d7
Get enough money
2. dj d2 d3 d4 d3 df, d7
Get my father to talk to me 3. dj d2d3d4d5 dod?
about sex
4. dj d2 d3 d4 Oj d(j d7
Get my mother to talk to
me about sex
Visit the parenting centers 5. d] d2 d3 d4 d5 d6 d7
6. d| d2 d3 d4 d3 df, d7
Share my social life
with friends
7. d[ d2 d3 d4 d3 dfi d7
Get proper education
8. di d2 d3 d4 d3 dsd7
Be well informed
9. d[ d2 d3 d4 dj d6 d7
Disobey my culture
10. d| d2 d3 d4 dj d(, d7
Do what my culture
wants
11. d.d.djd.dsdfid.
Talk with brothers
about sex
12. d[ d2 d7 d4 dj dod7
Talk with sisters
about sex
13. di d7 d3 d4 d3 do d7
Be responsible
Listen to what the
14. d) d2 d7d4 dj do d7
Church/religion says
15. d] d2 d3 d4 d3 do d7
Get a car
16. dj d2 d3 d4 d3 do d7
Get a job
17. d) d2 03 d4 d3 do d7
Get a house
18. d 1 d2 d3 d4 O5 do d7
Be strong in my
religious beliefs
19. d.d.djd.dodod.
Avoid watching bad
television programs
Be more in touch with
20. d[ d2 d3 d4 dj do d7
my culture

Section Gi
Regarding my having sexual intercourse in the next
twelve months I expect I can:
Strongly
strongly
agree
Disagree
Get guidance from parents 1. d, d2 d3 d4d5 d(, d7
Get enough money
2. d| d2 d3 d4 d3 do d7
Get my father to talk to me 3. d, d2d3d4d5dod7
about sex
Get my mother to talk to
4. d| d2 d3 d4 dj do d7
me about sex
Visit the parenting centers 5. di d2 d3 d4 d3 d6d7
Share my social life
6. dj d2 d3 d4 dj do d7
with friends
Get proper education
7. d.d.djd.dodod,
Be well informed
8. d 1 d2 d3 d4 d3 do d7
Disobey my culture
9. d| d2 d3 d4d5 do d7
10. d| d2 d7 d4 dj do d7
Do what my culture
wants
Talk with brothers
11. d 1 d2 d3 d4 d3 do d7
about sex
Talk with sisters
12. dj d2 d3 d4 d3 do d7
about sex
Be more responsible
13. dj d2 d3 d4 d3 do d7
Listen to what the
14. d| d7 d7 d4 dj do d7
church/religion says
Get a car
15. d, d2d3d4d5dod7
Get a job
16. di d2 d3 d4 dj do 07
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Appendix G: Fliers that were distributed

Ule ore intere/ied in your opinion regording (he
/preod of IIIY/fllDI among Block flfricon/ who
hove migrated (o SOUTIIERfl CflUfORnifl.

loin (hi/ imPORinm
/(udy—

GET INVOLVED

Ulhcil it involved? Compleling o /hor( /urvey
Who? BUCK AFRICAN TEEM (MALE AND FEMALE)
BORN IN AFRICA
15 -19 YEARS OLD
LIVING IN S. CALIFORNIA ,10YRf OR LESS

Where? A Church, Mosque, Sports facility or
community center in your neighborhood
When? Starling January SO. 200b
Who it conducting the study?
j_oma j_inda LJniversity, L)ept. of Llcaltfi Lromotion &
L.ducation, a doctoral student project.

For more information contact:Phone #(909)478-5072
Loma Linda tjnfcwrsity
Adventist Health Sciences Center
Xnstitntiontl Revi Board
Approved Oi/Aio,
_______

#Chair
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Appendix H: Participation Information and Consent form
>4 D A • (./ JV >

JtmiA jQnda University
School of Public Health

Factors Associated with AIDS Risk Behaviors of African Born
Adolescents in San Diego

Loma Linda, California 92350
1909) 558-4546
FAX: (909) 558-4087

Participation Information and Consent Form
PURPOSE AND PROCEDURE:
The purpose of this research is to develop a questionnaire to learn more about factors related to
AIDS behaviors among African bom adolescents living in San Diego. If you agree to be in this
study, you will be part of a group of teenagers who will be asked a number of questions about
behavior that can put a person at risk for HIV/AIDS. The group discussion will be led by Dixon
Anjejo, a doctoral candidate in the School of Public Health and will last about one hour. In order
to accurately gather the information shared, the group discussion will be taped and transcribed.
Information about your identity will be deleted from any records or reports, and your name will
not be used.
POTENTIAL RISKS:
The only risk is that as you respond to the questions, personal infonnation will be discussed
among your peers, and you may be embarrassed or become emotional. However, several
measures will be taken to insure that your confidentiality is kept. Your name or any other
identifying information will not appear on any documents. At any time, you can refuse to
continue answering questions or walk out of the study group.
POTENTIAL BENEFITS:
Whether or not you find it helpful to share your experience with others, the study results will help
in changing risky sexual behaviors that put teens at risk for HIV/AIDS.
COST/REIMBURSMENT:
You will receive a $10 gift certificate for participating in the study group. There is no cost to
participate nor is there any other reimbursement for your effort.

Initial:
Date:
Loma Linda University
Adventist Health Sciences Center
Institutional Review Board
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PARTICIPANTS RIGHTS:
Participation in this study is totally voluntary. You have the right to refuse to answer any
questions. You also have the right to not participate in the study group at any time. If you choose
not to participate there is no penalty.
CONFIDENTIALITY:
The information gathered will be kept in the strictest confidence. Nothing to identify you will be
used on any documents. The taped recording will be erased after it has been transcribed.
Anything on the transcript that could be used to identify you will be erased. In addition all
documents will be stored in a locked cabinet.
IMPARTIAL THIRD PARTY CONTRACT:
If you wish to contact an impartial third party not associated with this study regarding any
question or complaint you may have about the study, you may contact: The office of Patient
Relations, Loma Linda University Medical Center, Loma Linda, CA 92354, phone (909)
558-4647.
INFORMED CONSENT STATEMENT:
I have read the contents of the consent form and have listened to the verbal explanation given by
the investigator. My questions concerning this study have been answered to my satisfaction. I
hereby give voluntary consent to participate in this study. Signing this consent document does not
waive my rights nor does it release the investigators, institutions or sponsors from their
responsibilities. I may call Naomi Modeste, DrPH during routine office hours at (909) 558-4575
or during non-office hours at (909) 783-7927 if I have additional questions or concerns.
1 have been given a copy of this consent form.
If you have any questions regarding this study, you may contact: Naomi Modeste, DrPH,
Professor, Department of Health Promotion and Education, School of Public Health, Loma
Linda University (909) 558-4575.

Date

Participant’s signature

Parent’s/guardian’s signature for participants under 18 years old

Date

I have reviewed this consent form with the person signing above. 1 have explained potential risks
and benefits of the study.

Date

Investigator’s signature

Loma Linda University
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Appendix I: Participation Information and Consent form (Revised)
^ D A ' U ,V ,

jQ)aia jQnda

I.-

ZIniversity
l.omti Linda, California 92350
(909) 558-4546
FAX: (909) 558-40S7

Sr/iool of Public Health

Factors Associated with AIDS Risk Behaviors of African Born
Adolescents in Southern California
Participation Information and Consent Form
PURPOSE AND PROCEDURE:
The purpose of this research is to develop a questionnaire to learn more about factors related to
AIDS behaviors among African born adolescents living in Southern California. If you agree to be
in this study, you will be part of a group of teenagers who will be asked a number of questions
about behavior that can put a person at risk for HIV/AIDS. The group discussion will be led by
Dixon Anjejo, a doctoral candidate in the School of Public Health and will last about one hour. In
order to accurately gather the information shared, the group discussion will be taped and
transcribed. Information about your identity will be deleted from any records or reports, and your
name will not be used.
POTENTIAL RISKS:
The only risk is that as you respond to the questions, personal information will be discussed
among your peers, and you may be embarrassed or become emotional. However, several
measures will be taken to insure that your confidentiality is kept. Your name or any other
identifying information will not appear on any documents. At any time, you can refuse to
continue answering questions or walk out of the study group.
POTENTIAL BENEFITS:
Whether or not you find it helpful to share your experience with others, the study results will help
in changing risky sexual behaviors that put teens at risk for HIV/AIDS.
COST/REIMBURSMENT:
You will receive a $10 gift certificate for participating in the study group. There is no cost to
participate nor is there any other reimbursement for your effort.

Initial:
Date:
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PARTICIPANTS RIGHTS:
Participation in this study is totally voluntary. You have the right to refuse to answer any
questions. You also have the right to not participate in the study group at any time. If you choose
not to participate there is no penalty.
CONFIDENTIALITY:
The information gathered will be kept in the strictest confidence. Nothing to identify you will be
used on any documents. The taped recording will be erased after it has been transcribed.
Anything on the transcript that could be used to identify’ you will be erased. In addition all
documents will be stored in a locked cabinet.
IMPARTIAL THIRD PARTY CONTRACT:
If you wish to contact an impartial third party not associated with this study regarding any
question or complaint you may have about the study, you may contact: The office of Patient
Relations, Loma Linda University' Medical Center, Loma Linda, CA 92354, phone (909)
558-4647.
INFORMED CONSENT STATEMENT:
I have read the contents of the consent form and have listened to the verbal explanation given by
the investigator. My questions concerning this study have been answered to my satisfaction. I
hereby give voluntary consent to participate in this study. Signing this consent document does not
waive my rights nor does it release the investigators, institutions or sponsors from their
responsibilities. I may call Naomi Modeste, DrPH during routine office hours at (909) 558-4575
or during non-office hours at (909) 783-7927 if 1 have additional questions or concerns.
I have been given a copy of this consent form.
If you have any questions regarding this study, you may contact: Naomi Modeste, DrPH,
Professor, Department of Health Promotion and Education, School of Public Health, Loma
Linda University (909) 558-4575.

Date

Participant’s signature

Parent’s/guardian’s signature for participants under 18 years old

Date

I have reviewed this consent form with the person signing above. I have explained potential risks
and benefits of the study.

Date

Investigator’s signature

Loma Linda University
Adventist Health Sciences Center
Institutions! Review Board
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Appendix J: A Letter of information to Parent/Guardian of Participants
ODA• U

o(om4 oQnda

University

School of Public Health

Loma Linda, California 92350
(909) 558-4546
FAX: (909) 558-4087

Date
Dear Parent(s)/Guardian(s):
A doctoral student in the Department of Health Promotion and Education, School of
Public Health at Loma Linda University is organizing a research project to be conducted
among African bom adolescents in San Diego. This project will provide the basis for
developing culturally appropriate programs tailored to clinical and social needs of
African born teens in San Diego. First we will meet with about 35 teens in study groups,
then about 134 teens will be asked to fill out a survey.
No study has been conducted among African born adolescents living in the United States
regarding HIV/AIDS; hence it is unclear how cultural beliefs and practices influence the
spread of this disease among African immigrants in the US. By allowing your teenager to
take part in this study, you can help us identify cultural beliefs, attitudes, and intention of
the African bom teens regarding future sexual behaviors, in an effort to decrease the
growing number of teens affected by AIDS.
The survey will be completely anonymous; no one will be identified by name on the
questionnaire. The questions will not be very' sensitive. The committee at Loma Linda
University that reviews human studies has determined this study will expose the
adolescents who answer the survey to minimal risk.
If you choose to allow your teenager to participate by answering the survey, it is
necessary that you sign the consent form that has been sent to you. The survey will be
administered approximately three weeks after the mailing of this consent form.

Sincerely,

Naomi N. Nfbdeste, DrPH, CHES
Professor, Interim Chairman

Dixon Anjejo, MSc, Doctoral Candidate
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UNIVERSITY LIBRARIES
LOMA LINDA, CALIFORNIA
Appendix K: A Letter of information to Parent/Guardian of Participants (Revised)
^DA-U/y>

o(0M4 o(lNDA TInIVERSITY
School of Public Health

Lorna Linda, California 92350
(909) 558-4546
FAX: (909) 558-4087

Date
Dear Parent(s)/Guardian(s):
A doctoral student in the Department of Health Promotion and Education, School of
Public Health at Loma Linda University is organizing a research project to be conducted
among African born adolescents in Southern California. This project will provide the
basis for developing culturally appropriate programs tailored to clinical and social needs
of African bom teens in Southern California. First we will meet with about 35 teens in
study groups, then about 134 teens will be asked to fill out a survey.
No study has been conducted among African born adolescents living in the United States
regarding HIV/AIDS; hence it is unclear how cultural beliefs and practices influence the
spread of this disease among African immigrants in the US. By allowing your teenager to
take part in this study, you can help us identify cultural beliefs, attitudes, and intention of
the African bom teens regarding future sexual behaviors, in an effort to decrease the
growing number of teens affected by AIDS.
The survey will be completely anonymous; no one will be identified by name on the
questionnaire. The questions will not be very sensitive. The committee at Loma Linda
University that reviews human studies has determined this study will expose the
adolescents who answer the survey to minimal risk.
If you choose to allow your teenager to participate by answering the survey, it is
necessary that you sign the consent form that has been sent to you. The survey will be
administered approximately three weeks after the mailing of this consent form.
Sincerely,
Naomi N. Modeste, DrPH, CHES
Professor, Interim Chairman

Dixon Anjejo, MSc, Doctoral Candidate
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